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Compare and contrast cognitive behavioural and psychoanalytic 
concepts of depression in adults, and the evidence underlying each of
these models.
1st year, 2000
AMH Essay
Introduction
What is depression?
The American Psychiatric Association (DSM-IV, 1994) identifies depression as a cluster 
of symptoms that cause significant distress or impairment of functioning for at least two 
months and is not accounted for by recent bereavement or ‘normal' fluctuations in mood. 
Symptoms include a consistent and observable low mood, loss of interest in previously 
pleasant events, constant fatigue and loss of energy and difficulties with concentration. 
There may be a marked sleep disturbance, weight loss and psychomotor retardation. 
Feelings of worthlessness and self reproaches are often present as are recurrent suicidal 
thoughts. At least five of the above symptoms should be present consistently for at least 
two weeks. Depressive symptoms should not be attributed to other medical conditions, 
medication, alcohol or drug use. Roth and Fonagy (1996) suggest that at least 6% of the 
population suffer from depression.
This essay will focus on single and recurrent episodes of depression and will not include 
incidents that involve periods of mania or other mental health difficulties.
Psychoanalytic concepts of depression shall be considered as outlined by Freud and the 
object relations theorists, Klein and Bowlby. The cognitive behavioural theory for the 
treatment of depression will focus on the ideas of Beck. The similarities and differences 
between the psychodynamic and cognitive behavioural theory will be discussed, including 
research on outcome measures.
Freud’s theories.
Freud compared melancholia to the mourning process (Freud 1917). Melancholia 
generally refers to severe, possibly psychotic depression. His theories have generally been 
the point of origin for psychoanalytic concepts of depression and shall therefore be 
discussed. Melancholia will be referred to here as depression for the purpose of clarity.
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Freud proposed that depression, like bereavement, is due to loss. However, depression 
may relate to different forms of perceived loss, such as rejection, and incorporates self- 
reproach. Freud used the term ‘object’ for the range of things that the person may relate 
to in their internal or external world. He suggested that depression is due to ambivalent 
feelings for the lost object. In order to keep the lost object, it is taken into the ego; the 
system in the self capable of introspection and balancing pleasure seeking with reality.
The lost object becomes part of the self. Freud suggested this process has a base in early 
childhood experiences and is due to a primitive drive to consume the object in order to 
keep it. The bad and good feelings are introjected (taken into the internal world) and the 
anger felt towards the object is turned in on the ego, which becomes ‘consumed’ with self 
loathing. Therefore, self accusations are viewed as an unconscious hostility towards the 
lost object.
This concept of anger turned inwards is difficult to test empirically. Freud (1917) 
suggests this is an unconscious process, so it would therefore be difficult to identify. If 
this could be reliably identified, it would be difficult to ascertain whether this was a 
causal factor in the development of depression or a product of it.
Freud (1917) acknowledged that his theories on depression did not have empirical 
evidence. His link between mourning and depression has been developed further and 
“remain central to psychoanalytic thinking” (Lupi 1998, page 867).
There has been evidence to support the link between depression and loss. Brown and 
Harris (1978) investigated life events in depressed females and found that 61% had a 
recent stressful life event prior to the onset of depression. These stressful life events 
generally incorporated loss or disappointment. They also investigated early life events 
and found that 42.5% of the sample who lost their mothers through death or separation 
before the age of 11 years old went on to develop depression in adult life.
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Kleinian theory.
Melanie Klein developed the ideas of Freud that identification with an object may include 
negative emotions. However, she felt this to be a process common to everybody. Klein 
(1948 cited in Segal, 1988) proposed that emotional development relied on periods of 
inner-conflict that must be resolved to ensure mental health. Initially the child 
experiences the ‘paranoid schizoid’ phase in the first few months of life. The child does 
not perceive objects as a whole. The child identifies with ‘good’ objects which are loved 
and aggression is projected onto an external ‘bad object’ which is seen as threatening.
The child has murderous impulses towards this ‘bad object’.
As the ego develops and has a strong identification with a “good” object, the child can 
bear the strong negative emotions. The child moves into the ‘depressive’ phase where 
there is a realisation that the ‘good’ and ‘bad’ may be incorporated within one whole. 
Theories of object permanence (Piaget 1954) provides evidence for this shift. He 
proposed that at the age of 2-3 months the child becomes aware that objects exist even 
when they are out of sight. Linking this with Kleinian theory, the child becomes aware 
that mother can be nurturing, but could also abandon him/her.
Kleinian theorv and depression
Klein suggested that the child must face the subsequent ambivalent emotions of 
murderous impulses and love. The child may feel guilty because of negative emotions felt 
towards what is loved. There may also be a sense of loss of the ‘ideal’ object. The child 
learns to bare the ambivalent feelings through “reparation”, where there is a sense of 
‘inner goodness’ which can withstand guilt or loss due to ambivalent feelings.
Klein (cited in Hinshelwood, 1994) suggested that loss or neglect may prevent these 
stages being worked through effectively. The ambivalence of the depressive position may 
again become intolerable due to loss or rejection in adult life. Depression is viewed as a 
primitive, paranoid defence where negative emotion is focused away from the object and
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onto the self. This splitting of good emotions from the bad protects against unbearable 
feelings of guilt and loss of an ‘ideal object’.
Psychodynamic treatment of a depressive patient may examine this ambivalence to 
expose the underlying aggressive feelings. “Thus the key to depression...is usually 
aggression.” (Malan, 1995, page 167).
Attachment Theory.
Bowlby (1980) also saw early childhood experiences of loss and separation as shaping 
future adult mental health. He proposed that humans have an inbuilt evolutionary drive to 
seek social attachments throughout life. He acknowledged that further life events 
reinforced, or disrupted the influence of early experiences.
Attachments are initially formed to provide the infant with consistent nurturing and 
ensures their safety. Bowlby (1988) proposed that this relationship with the attachment 
figure becomes internalised by the child and is a prominent component of the child’s view 
of self and may be a ‘blue print’ for subsequent social interactions. If the care is 
inconsistent, demanding or rejecting then this will influence the child’s view of self and 
how they interact with others. This may create a range of possible self-perceptions, such 
as low self worth or the expectation of future rejection.
Ainsworth (1978 cited in Gomez 1997) conducted a study of separation. ‘The strange 
situation’ involved observing the interactions between a one year old baby and the 
mother. The mother leaves the room for three minutes and the child’s reaction and ability 
to engage in play was monitored during the separation and on the mother’s return. The 
child’s behaviour was directly related to the observed quality of the mother - baby 
interactions. Bowlby suggested that the mother - child dynamic should include 
containment of the child’s protest, and supply a secure base from which the child can 
explore the world. The babies who gave little response to the strange situation or were 
excessively clingy and demanding, tended to have mothers who responded inappropriately
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to their needs, for example, by inattentiveness. During the ‘strange situation’ these 
children showed disruptions in their autonomous play. In severe cases, where mothers 
may have suffered from psychosis, the child’s behaviour was observed to be disorganised 
and erratic.
Longitudinal studies have found evidence to support this link between early attachment 
with the parent and subsequent adult attachment style (Hamilton 2000). This was 
investigated using the Adult Attachment Interview (Main and Goldwyn, 1991, cited in 
Hamilton 20900). This is a semi-structure interview schedule following the same 
outcome criteria as the ‘strange situation'. Children who had an insecure attachment to 
their mother at one year old had a 70% chance of an insecure attachment style as a young 
adult.
Bowlbv’s theories of loss and separation
Bowlby studied the effects of long term separation on the child and concluded that it was 
comparable to the stages of the adult mourning process. This starts with a protest stage, 
then despair and finally the internal world begins to re-organise. However, while the 
mourner may find a new attachment object, the child may not. This may involve shutting 
off emotions as a defence against the despair and may result in a focus on issues of 
independence. This is difficult to test empirically, however, case examples to support this 
are given by Bowlby (1980).
Bowlby suggested that depression may involve being stuck in either the protest or 
mourning stages. This would reflect chronic yearning for a secure attachment or an 
emotional detachment from the social world. This may reflect an inability to reorganise or 
adapt in order to form new meaningful attachments. Bowlby proposed that this may lead 
to an adult attachment style that may rely on the constant need for other's approval, or a 
distancing from attachment, due to anticipated loss or rejection.
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Psychodynamic theory to practice.
The therapist will pay particular attention to the links between the client’s early past and 
their present. Focus is likely to be placed on childhood relationships, predominantly with 
their family and how this is linked to their present relationships. The relationship with the 
therapist can be a vehicle to measure this transference from past to current day 
interactions. The therapist of a depressive client may be looking for issues of loss or 
rejection from the client’s previous or current relationships that are being re-enacted or 
transferred onto the therapist. There is a wealth of evidence to support this through 
detailed case studies (Malan, 1995).
The Psychodynamic therapist of a depressed client is likely to attend to current issues of 
loss within the therapy setting. For example, the client's perception of the ending or 
breaks in therapy may evoke issues of separation or rejection.
Cognitive behavioural approaches to depression.
The cognitive component of this therapy was predominantly developed by Aaron Beck 
(1967). He also incorporated Behavioural treatment for depression, which had grown 
from observations of animal behaviour and the development and the application of 
learning theory to clinical populations. (Seligman, 1975, cited in Williams 1992).
Beck (1967) focused on the thought processes of people suffering from depression, which 
he highlighted as negative, rigid and self punitive. The aim of treatment is to modify or 
adapt thought processes to alleviate symptoms of depression. He proposed that people 
with depression have a greater number of negative automatic thoughts. These are 
negative statements that occur ‘out of the blue’, possibly in response to current events. 
Dohr, Rush and Bumstein (1989) used the Automatic Thoughts Questionnaire (Hollons 
and Kendall, 1980 cited in Dohr et al., 1989) and found that depressed participants had a 
significantly greater number of negative cognitions compared to non-depressed controls.
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The Cognitive Triad
Beck, Rush, Shaw and Emery (1979) proposed a triad of negative views of the self, the 
world and the future that was specific to people with depression. Parry and Brewin 
(1988) found that depressed individuals were more self critical and have lower self esteem 
than non-depressed controls. Blackburn, Jones and Lewin (1986) concluded that people 
suffering from depression had a greater degree of negativity towards the future and the 
world. However, in a review of the literature, Haaga, Ernst and Dyck (1991) suggested 
that Beck’s cognitive triad may relate to different negative aspects of the self rather than 
distinct categories of self, world and future.
The negative schema
Beck’s theory (1967) suggests that early life events are instrumental in the development of 
negative schema for people with depression. Schema are sets of stable, organisational 
representations that allow the interpretation and prediction of the world. Some schema 
may leave people vulnerable to depression. The unconditional, rigid nature of the belief 
may increase the chance of self evaluation that is negative. An example of this would be 
the core belief “I must always be loved or I am worthless."
Beck (1967) suggested that core beliefs may lie dormant and out of awareness. Critical 
life events may re-activate this negative schema which then impacts on thoughts, affect 
and behaviour. For example, the core belief that‘T must always be loved or I am 
worthless” may be re-activated by some critical incident that is perceived as a loss or 
rejection, such as a divorce. This may then lead to a negative view of the self as a failure. 
This may be reinforced by negative automatic thoughts and creates a vicious cycle in 
which low mood generates further negative thinking that can maintain depression.
Beck (1983, cited in Clark and Steer 1996) suggested a subdivision of depressed people 
who had schema related to themes of social dependence and placed a high value on social 
relationships. Beck also defined an autonomous, goal orientation group who valued 
achievement and independence. Segal (1989 cited in Williams 1992) identified a socially
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dependent (sociotrophic) group as defined by their responses to the Dysfunctional 
Attitudes Scale (Weissman and Beck, 1978, cited in Williams, 1992). This was found to 
correlate with the type of life events that precipitated their next depressive episode, 
namely social rejection or loss. This was not replicated with depressed individuals 
defined as having autonomous, goal orientated schema.
People suffering from depression have significantly more negative schema. In a review of 
the literature. Person and Miranda (1992) concluded that there was little evidence for 
negative cognitive style remaining consistent after an episode of depression, and appeared 
to be mood congruent. Miranda (1990) induced low mood in women who had recovered 
from an episode of depression. They had a greater number of dysfunctional attitudes 
when their mood was low, compared to when their mood was not low. This was not 
replicated in a ‘never depressed’ group. This result supports the mood congruent theory 
that depressive beliefs could be ‘dormant’ and triggered by low mood.
Information processing and cognitive bias
Beck et. al. (1979) proposed that the information processing is altered in depression. This 
may involve a depressed person negatively distorting information and focusing 
predominantly on negative experiences. This may contribute to the maintenance of 
negative thinking. Studies have shown some mixed results. A review of the literature by 
Haaga et al. (1991) highlighted an array of sometimes contradictory findings on 
information processing in depression.
Clark and Teasdale (1992) measured the types of past life experiences recalled by 
depressed patients at different times of the day. The recall was prompted by stimulus 
word. They found that more negative biographical memories were recalled at times of the 
day when the patients felt more depressed. Similarly, happy memories were more likely 
to be recalled at times of the day when the patients mood was not as low.
10
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Krantz and Gallagher- Thompson (1990) investigated information manipulation in 
depression. When given multi-choice questions about a short story containing negative 
connotations, depressed people gave more distorted answers than non depressed 
participants. When the stories had a neutral or positive theme, this result was not 
replicated. This suggests that depressives may distort negative stimulus. However it does 
not support the idea of a depressive distortion of information as a whole.
There is some evidence that information processing is altered in depression, particularly 
recall of negative stimulus. There is also evidence to suggest a distortion of information 
in depression. However, these finding suggest that this may only be specific to negative 
information and may also be mood congruent rather than a permanent aspect of 
functioning.
The cognitive behavioural theorv in practice
This therapy focuses on adapting negative thoughts and behaviour to implement change in 
depressive symptoms. Beck aimed to make his theory empirical and applicable to clinical 
practice and developed a treatment manual based on his theories. Reliable and objective 
measures are used to evaluate symptoms and measure change. For example the Beck 
Depression Inventory -revised (Beck 1996) is a standardised questionnaire measuring 
depressive thoughts, behaviour and physiological symptoms of depression and can be 
administered at any point in the therapy process.
Cognitive behavioural therapy focuses on specific goals that are developed collaboratively 
between the client and the therapist. There is a set number of time limited sessions. The 
rationale for the treatment is shared with the client who is encouraged to develop his or 
her own problem solving skills outside of the therapy session. This method of delivering 
therapy has shown positive effects on outcome. Addis and Jacobson (2000) found that 
acceptance of the treatment rationale and compliance with homework tasks made 
independent contributions to predicting change during treatment and accounted for 20% 
of the variance in the outcome of treatment.
11
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How do cognitive behavioural and psychodynamic concepts compare and contrast?
Comparisons are not straightforward because psychodynamic therapy does not have a 
unified theory. A direct comparison with cognitive behavioural approaches may highlight 
some areas in which there is a similarity for one psychodynamic approach, which is in 
contrast to another psychodynamic theory.
The comparison will focus on how cognitive behavioural and psychodynamic theories 
conceptualise loss and link this to the onset of depression. This will include the different 
emphasis on early and recent experiences and the role of subconscious processing. There 
will also be consideration of how this will translate into practice. Finally comparisons of 
evidence from outcome studies will be discussed.
Loss
Both the cognitive behavioural and the psychodynamic approaches conceptualise 
depression as related to a perceived loss. Evidence has shown that it is a significant 
component in the development of depression (Brown and Harris 1978). However, the 
reaction to this loss is viewed differently between the theories.
The Psychodynamic explanations suggest that depression is a defence against inner 
conflict. The Freudian and Kleinian perspectives focus on the reaction to ambivalent 
emotions following a perceived loss. Bowlby suggests that depression relates to 
insecurities evoked in separation and loss.
The cognitive behavioural perspective on loss does not include defences and inner 
conflict. Instead it is the thought processes that are seen as the crucial aspect of the 
reaction to a perceived loss. This will incorporate subsequent thoughts and beliefs about 
the self and an expectation of further loss or rejection.
12
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Differentiating categories of depression.
Bowlby (1980) differentiated between two types of issues in attachment that may make an 
individual vulnerable to depression. ‘Anxiously attached’ individuals search for security 
and emotional stability that were inconsistent in their early childhood. He also referred to 
‘compulsively self reliant’ individuals. Due to irreconcilable loss in early childhood, this 
type of personality denies a need for emotional closeness and strives for independence.
This is also a very similar differentiation recognised by Beck (1983 cited in Clark and 
Steer 1986)
Sociotropic individuals have schema relating to a need to be accepted by others and rate 
interpersonal issues as important. Autonomous individuals have beliefs which value 
personal achievement and independence.
Both the psychodynamic and the cognitive behavioural viewpoints recognise that the 
perceived loss is particular to what the individual considers valuable, and this generally 
relates to themes of independence or interpersonal relationships. However, cognitive 
behavioural theorists may view this distinction as more transient, depending on whether 
the relevant schema was activated. This is in contrast to the object relations theorists who 
conceptualise this as a set aspect of an individual’s personality.
Earlv and recent life experiences
There is a common theme between the therapies that individuals may have a vulnerability 
to depression. The psychodynamic and the cognitive behavioural approaches 
acknowledge early life experiences, and recent events as influential. However, there is a 
different emphasis placed on these factors.
The psychodynamic perspectives generally focus on the early childhood experiences, 
emphasising identification with the primary care giver as a process of internalising their 
roles or their ‘good object’. The recent life experiences are viewed as exemplifying a 
recurring pattern of interactions or regression to childhood states. Psychodynamic therapy
13
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will therefore attempt to access the childhood experiences in a process aimed at resolution 
of early intrapsychic conflicts.
The cognitive behavioural concepts of early life experiences are only explored in order to 
understand current difficulties. Early life experiences are seen as important in forming 
beliefs about the self, others and the environment. However, the focus of therapy is on 
current goals and the direct adaptation of depressive thinking and behaviour to impact on 
symptoms. The practicalities of cognitive behavioural therapy suggests that it may impact 
on the effect of depression and its maintaining factors, while psychodynamic therapy 
attempts to focus on the cause of the dysfunction.
Anger turned inwards.
While both theories acknowledge the symptom of self reproach in depression, there is 
disagreement about the mechanism that causes this. Freudian and Klienian theory suggest 
that self reproaches may initially be anger at the love object. This anger turned inwards 
has no empirical evidence. However, there are a wealth of case studies (Malan 1995) 
exemplifying how the therapeutic process includes recognition and ownership of angry 
emotions that may have generated guilt and regret.
This is in contrast to the cognitive behavioural perceptive where there is no specific 
reference to anger, unless expressed as explicit thoughts or beliefs. If the client had a 
conditional assumption concerning the expression of anger, this could produce negative 
views of self in response to a critical event. For example, the belief “People who have 
bad feelings about somebody are horrible themselves” or, “If I think something bad about 
a person, then I am awful” could cause self reproach after an argument. However, anger 
or ambivalence is not viewed as a causal aspect to depression in cognitive behavioural 
therapy. It is the inflexibility of thought processes that are the focus of the theory.
14
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Unconscious processes.
There is a different emphasis placed on the presence of the unconscious. Psychodynamic 
thinking has this process very much at the forefront of its treatment rationale, where 
ambivalent feelings of the depressed person may be kept out of consciousness. Cognitive 
behavioural therapy acknowledges that there may be negative beliefs that are not in 
awareness, although they may be the stem of current negative automatic thoughts. 
Similarly they conceptualise ‘dormant’ negative schema, with no influence on current 
thinking until triggered by a critical incident.
Both therapies utilise specific techniques to access what is not in awareness. Cognitive 
behavioural therapists may use a specific style of questioning to deduce underlying 
negative beliefs. Psychodynamic therapy also utilises conscious thought processes to 
access unconscious conflict, including dream analysis and free association. The 
therapeutic relationship and transference issues may also access the depressed person’s 
unconscious processes through interpretations by the therapist.
The therapeutic process.
Both approaches stress the importance of therapeutic alliance and rapport (Beck, Rush, 
Shaw and Emery, 1979, Malan, 1995). Marmar, Gaston, Gallagher and Thompson (1989, 
cited in Luborsky, Barber and Crits-Christoph, 1990) found that rapport had a significant 
influence on therapeutic outcome in both cognitive behavioural and brief psychodynamic 
treatment. A trusting and empathetic atmosphere may be important for clients who may 
feel worthless, hopeless or have difficulty relating to others.
Beck et al. (1979) makes reference to issues of transference and suggested that this should 
be addressed directly. Transference is not considered a tool in the process of change, and 
may only be an issue if it endangers the therapeutic relationship or obstructs change. 
However, some interest has been expressed about how transference may be utilized in the 
process of change in cognitive behavioural therapy (Safran and Segal, 1990, cited in Blatt 
and Maroudas 1992).
15
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The sharing of the treatment rationale in cognitive behavioural therapy will involve the 
client becoming educated to the model of depression. Although the psychodynamic 
approach does not advocate sharing the theory explicitly with the client, the constructs of 
the therapy become implicit within the therapeutic relationship and the therapist 
interpretations. This has been found to be a specific component of psychoanalytic therapy, 
impacting on the client’s self-awareness and insight (Luborsky et al., 1990).
Evidence of outcomes of therapy.
There is limited research on the outcomes of psychodynamic interventions. It is difficult 
to maintain a standardised implementation of this type of therapy that is required for 
research purposes. There have been some studies which include a comparison with a 
collection of psychodynamic approaches. Some research has also involved the use of a 
more standardised form of psychotherapy with treatment manuals. Specific treatment 
rationale may differ to varying degrees from the theories of Freud, Klein and Bowlby. For 
example. Interpersonal Therapy focuses on issues in relationships and has a more 
standardised approach (Klerman, Weissman, Rounsaville and Chevron, 1984). It does not 
incorporate the transference to the therapist and has limited focus on the clients’ early 
experiences. Similarly, psychodynamic interpersonal therapy is a standardised approach 
sometimes referred to as ‘exploratory therapy’.
McLean and Hakstian (1990) investigated the outcome of treatment for depression after 
28 months. This included a comparison o f ‘nondirective psychotherapy’. They described 
this as following general treatment guidelines of problems from past and current 
experiences, including insight issues. This was compared to behavioural therapy, drug 
therapy and relaxation therapy. Only behaviour therapy was found to improve mood over 
the follow-up period.
Robinson, Berman and Neimeyer (1990) conducted a meta-analysis of 58 studies of 
therapies for depression. ‘General verbal therapy’ included psychodynamic, client
16
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centred and interpersonal therapy. This was compared with cognitive behavioural 
therapy. It was initially found that cognitive behavioural therapy had a significantly better 
treatment outcome. However, when the allegiance of the therapist to a specific 
therapeutic model was controlled for, there was no difference between these therapies.
A meta analysis was conducted by U.S. Public Health Service’s Agency for Health Care 
Policy and Research (AHCPR, 1993, cited in Roth and Fonagy 1996). This focused on 
randomised control trials and includes eight studies of brief psychodynamic therapy. 
Outcome measures suggested that this was not as effective as behavioural or cognitive 
therapy. Psychodynamic, cognitive and behavioural therapy were found to be more 
effective than pharmacotherapy.
The National Institute of Mental Health Treatment of Depression Collaborative Research 
Program (Elkin, Shea, Watkin, Imber, Sotasky, Collins, Glass, Pilkonis, Leber, Docherty, 
Fiester and Parloff, 1989) used a randomised control trial of two hundred and fifty 
depressed patients. It compared cognitive behavioural therapy, interpersonal therapy, 
pharmacotherapy using Imiprimine and clinical management and placebo with clinical 
management. None of the therapies were significantly different in their outcomes and all 
were significantly more effective than the placebo control.
The second Sheffield Psychotherapy Project (Sharpiro et al. 1994, cited in Roth and 
Fonagy 1996) had a sample of two hundred and fifty seven patients diagnosed with 
depression. They were randomly allocated to treatment with cognitive behavioural 
therapy or psychodynamic -interpersonal therapy for either eight or twelve sessions. Both 
therapies were found to be equally effective. This was maintained at follow-up one year 
later, with the exception of the shorter, eight sessions of psychodynamic interpersonal 
therapy.
Generally the research for psychodynamic therapy is sparse. The studies reported by Roth 
and Fonagy (1996) suggest that the psychodynamic approaches are often utilised as a
17
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comparison group. They are more likely to be conducted by therapists who are not allied 
with this therapeutic school. The trials are often approximately 12 sessions, which is an 
adaptation that may not be long enough for this form of therapy and may have an impact 
on comparative outcome. The range of psychodynamic therapies that are used in these 
studies can make it difficult to relate these findings to a psychodynamic approach 
commonly utilised in clinical practice.
The general impression is that psychodynamic therapy is not as effective as cognitive 
behaviour therapy. However this requires clarification from research that will closely 
reflect psychodynamic principles of therapy and follow stringent research methodology.
The research in the efficacy of cognitive behavioural therapy is more thorough. It has a 
well defined manual for treatment which allows for standardisation of implementation. 
This is reflected by a more homogeneous research condition.
It may not be ecologically valid to compare therapies through randomised control trials. 
This is unlikely to be how treatment approaches would be assigned in clinical practice. 
The therapy would usually be matched to the depressed client depending on their needs 
and personal characteristics.
Conclusions.
Cognitive behavioural and psychodynamic concepts of depression have some overlap in 
their theory. Both approaches view issues of perceived loss as having a role in the onset 
of depression. There is a convergence in theories concerning the nature of this loss, as 
either interpersonal or achievement based. The influence of early and recent life events 
highlights how both forms of therapy acknowledge a range of social stresses in the onset 
of depression. There are differences in emphasis placed on either early or recent life 
events. The cognitive behavioural theory focuses on difficulties in the here and now. 
Psychodynamic therapies may view difficulties in early interpersonal experiences as 
refiecting a conflict that requires resolution.
18
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There are aspects of the two theories which are difficult to reconcile. The psychodynamic 
concepts of ambivalence and aggression creating depressive defences does not translate 
into the explicit negative thought processes that are the focus of cognitive behavioural 
theory. The emphasis placed on unconscious processes in the psychodynamic treatment 
of depression is in contrast to the conscious thoughts and behaviours that are the focus of 
change in cognitive behavioural therapy. It should be acknowledged that cognitive 
behavioural therapists may consider some aspects of thinking to be out of current 
awareness.
The evidence concerning the outcomes of these two approaches are not conclusive. 
Generally cognitive behavioural therapy is considered to more effective in reducing the 
symptoms of depression. However these results have been inconsistent. The lack of 
research into the outcomes of psychodynamic psychotherapy may be due to the 
difficulties in standardising the approach in order to test it empirically. The research does 
not generally attempt to reflect that individuals may be more suited to one psychological 
therapy rather than another, or components of both.
Research into the psychological treatment of depression will continue to highlight how 
these two theories can converge and how they are distinct. This will ultimately increase 
the understanding of the processes of depression, and how they can be effectively treated.
19
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Introduction
This essay will begin by defining learning disability, challenging behaviour and 
communication. It will then focus on whether communicative functions can be inferred 
from actions, in particular behaviour that may challenge the service in which it occurs.
The range of possible challenging behaviours make it difficult to discuss these activities 
as a collective whole and so this essay will mostly use the example of self injury to 
illustrate the issues raised. Evidence shall be evaluated concerning how limited 
communication skills may impact on behaviour and how communication based 
interventions have shown to decrease frequency or intensity of self injury. The impact of 
communication shall be placed within the framework of operant learning. This shall lead 
onto other sources of evidence that may be influential, including environmental effects, 
mental health, and genetic, biological and neurochemical factors. Given this evidence, 
discussion shall focus on whether deficits in communication will explain the occurrence 
of self injurious behaviour in individuals with learning disabilities.
Defining Learning Disabilitv
Learning disability has been categorised as intellectual functioning significantly below 
the average (generally below 70 IQ points), which impacts on aspects of adaptive skills 
including communication and social skills (American Association on Mental 
Retardation, AAMD, -1992). Standardised IQ scores are often utilised as a method of 
defining mild disability (69-55 IQ points) moderate (54-40), severe (39-25) and profound 
learning disability (less than 25 IQ points). In an overview of studies on prevalence of 
learning disabilities, Hatton (1998) suggests it affects 0.37-0.59% of the population. 
However, it is acknowledged that this may be a socially constructed diagnosis and is 
therefore likely to vary between cultures.
Defining challenging behaviour.
The term challenging behaviour has been defined as “Culturally abnormal behaviour(s) 
of such an intensity, frequency or duration that the physical safety of the person or others 
is likely to be placed in serious jeopardy or behaviour which is likely to seriously limit
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use of or result in the person being denied access to ordinary community facilities” 
(Emerson, 1995, pg 4).
This is a general definition and it may be difficult to clearly assess what behaviour is 
severe or serious. It has been suggested that challenging behaviour is likely to be defined 
by “its consequences and not by the behaviour itself “ (Joyce, Ditchfield and Harris,
2001 pg 131). This places emphasis on the social environment in which these behaviours 
occur and the challenges they pose to the services. It is likely that this may be dependent 
on individual judgment, resources, flexibility and culture of a service if a behaviour is 
considered to be challenging. This is exemplified by Lowe and Felce (1995), who found 
that carers in hospital environments rated less behaviours as a management difficulty than 
carers in community and family homes.
The prevalence of challenging behaviour, as reported by carers, has been suggested to be 
between 10-15% of individuals with a learning disability known to health, educational 
and social services (Emerson, Kieman, Alborz, Reeves, Mason, Swarbrick, Mason and 
Hatton, 2001). The range of behaviours that may challenge services are wide and it may 
be difficult to group some very disparate types of activities. Emerson et al. (2001) 
recorded the type of challenging behaviour exhibited in two health authorities in the U.K. 
and found that the most frequent variety recorded fell within the ‘other’, undefined 
category (exhibited by 9-12% of all the people with a learning disability in the sample). 
This included behaviours such as sexual inappropriateness and temper tantrums. 7% of 
this sample showed aggressive behaviour, 4-5% were reported as exhibiting destruction 
to property and 4% were reported to self injure.
It was clear from the study by Emerson et al. (2001) that individuals often engaged in 
more than one type of activity that challenged services. Emerson and Bromley (1995) 
found that 44% of the sample of learning disabled people with challenging behaviour 
were identified as exhibiting more than one form. This rose to 79% of individuals whose 
behaviour was classified as severely challenging. Similarly, a study of self injurious
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behaviour by Oliver, Murphy and Corbett (1987) found that 54% of their sample engaged 
in other forms of challenging behaviour.
Research often focuses on specific types of behaviours or specific environments such as 
schools or day centres. When reviewing these studies, the evidence may be drawn from a 
range of samples that may have large disparities, thus making comparison difficult. This 
essay will therefore use the example of self injurious behaviour to explore the relationship 
between challenging behaviour and communication skills in this client group. This 
example covers many of the main areas for critical discussion of communication and 
challenging behaviour. Evidence will be drawn from studies utilising samples covering a 
range of ages and environments in order to ensure an acceptable level of available studies 
to discuss the relevant issues.
It may be important to acknowledge possible limitations of focusing on one specific type 
of challenging behaviour. As mentioned above, individuals with a learning disability may 
exhibit more than one type of challenging behaviour, so it will not be possible to explore 
one form in exclusion of other types. Emerson (1995) outlines how behaviourist theory 
places emphasis on the function of the behaviour (e.g. escape or attention seeking) rather 
than its form (e.g. self injury or aggression). However, by using the example of self 
injury, it may be possible to illustrate this by showing the different functions this 
behaviour may serve.
Defining communication.
Communication has been defined as “expression, interpretation and negotiation of 
meaning, involving interaction between two or more persons in context”. (Van der Gaag 
and Normandy, 1993, pg 18). This will relate to the ability to express needs and aims, 
including social contact and the development of interpersonal relationships. It will also 
relate to an individual’s ability to understand the needs and goals of others and may be an 
important tool for predicting and gaining a sense of control on the world.
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Communication in individuals with a learning disabilitv
Individuals with a learning disability may acquire varying degrees of spoken language 
and may rely on non- verbal forms of communication. Enderby and Davies (1989) 
suggest that 50% of learning disabled adults in the UK have a communication difficulty. 
In an overview of the evidence for this, Van der Gaag and Normandy (1993) suggest that 
50% is an underestimate, as other studies have placed this figure at approximately 75%. 
Studies generally focus on expressive language ability. McLean, Brady and McLean, 
(1996) found that in a sample of individuals with severe learning difficulty 21% were 
reported to have no evident intentional communication and 59% were reported to utilise 
symbolic communication such as signs and picture boards.
If an individual is unable to express their needs through conventional means, they may 
utilise other, more personally achievable methods. This may involve behaviours that may 
appear demanding and disturbing to others. There is evidence to suggest a link between 
the occurrence of self injurious behaviour and poor social skills in clients with profound 
learning disability. (Duncan, Matson, Bamburg, Cherry and Buckley, 1999). However, 
this does not suggest that all people who exhibit challenging behaviour have poor social 
skills. Learning difficulties are likely to impact on cognitive abilities other than 
communication skills. Difficulties with task sequencing, memory or abstract reasoning 
may be factors that may cause behaviours to be viewed as “culturally abnormal” as 
defined by Emerson (1995, page 4).
Other difficulties, such as mobility may increase dependence on carers and require a 
greater number of circumstances where expression of personal needs is required. 
Individuals may therefore learn to express their needs through actions they have learned 
produce the desired response quickly and effectively. Emerson and Bromley (1995) found 
that severity of challenging behaviour was associated with poor self care skills and 
limited communication skills.
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An understanding of communication in learning disabled people may be gained through 
identifying its developmental stages in the general population. Bunning (1998) highlights 
how the child initially responds to personal needs at a reflexive level, for example, crying 
due to unpleasant stimulus. The mother may see this as a communication that the child 
needs help, food or nurturing and so attends to her baby. By learning from the reactions 
of the mother, the child begins to shape behaviour in accordance with his / her needs. As 
a behaviour is used to increase the likelihood of a response from mother, there begins to 
be some communicative purpose for the child in this behaviour.
People with learning difficulties may utilise non-verbal behaviour in a similar manner to 
that described above. Their behaviour may carry a message to others in their 
environment. This may be a process of inference for which the individual with learning 
disabilities plays an active role. This may be expressed in a manner that is comparable to 
the individual’s cognitive and communicative abilities. For some individuals the 
spontaneous use of a comparatively complex rule based language system may take time 
to articulate and may be less effective for them than direct action.
Challenging behaviour as communication
Donnellan, Mirenda, Mesaros and Fassbender, (1984) outline an approach which suggests 
that all behaviours carry a functional communication. This may be specific to the context 
in which the behaviour occurs and may be an inferred message. This may require 
decoding by others to identify the motivation for a behaviour. For example, if a client 
begins banging his / her head repeatedly when asked to perform a demanding task, this 
action may carry a message to others that be/ she does not wish to do this task.
It may be difficult to ascertain what the ‘message’ may be in an observed behaviour. 
However, this does not necessarily equate to there being no implicit communication in the 
observed action. It may be that the action is difficult to communicate, and limited 
cognitive skills may result in the individual being unable to clearly define their needs.
This may result in ambiguous meaning to behaviour that is difficult to interpret.
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This may not take into account whether the message implicit in the behaviour is an 
intentional communication on the part of the learning disabled person. However, there 
may be no method to resolve this issue, other than to acknowledge that it may hold a 
communicative purpose for others in the individual's environment and may therefore have 
a purpose of influencing the learning disabled person’s environment through the actions 
of others. This would be consistent with the definition of communication given by Van 
der Gaag and Normandy (1993, pg 18), specifically “negotiation of meaning involving 
interaction”. This will hold true for other behaviours including those that do not 
challenge the service and could be extended to non-verbal behaviour in the general 
population. However, it may be difficult to extend this to behaviours that occur when the 
individual is alone, as it is the interpretation of the observer on which the possibility of 
communication is based. If a behaviour’s purpose does not involve the interpretation and 
potential action from others, it may be difficult to view this as a communication, given 
the definition of Van der Gaag and Normandy, 1993).
It may be useful to view challenging behaviour as a communicative act as this focuses 
attention onto the function of the behaviour and any potential need that the learning 
disabled person is unable to express by other communicative means. If this behaviour is 
not intended to relay a message to others it may still remain useful to understand the 
function of the behaviour for that individual if it causes danger or exclusion from 
services. This may then guide appropriate interventions. This will depend on the 
interpretation of others, and is likely to be influenced by the context and culture the 
behaviour occurs in. Reliable observations that attempt to exclude personal prejudice 
would serve to create as accurate a picture as possible of the purpose or communicative 
function of the behaviour in a variety of contexts.
Functional communication training
Focus has been placed on issues of communication in learning disabilities and how 
challenging behaviour may be a non verbal method of expressing needs and goals. Carr
30
PLD Essay
and Durand (1985) utilised this perspective to train alternative communication responses. 
This functional communication training was completed on four children with 
developmental disabilities who exhibited challenging behaviour. This aimed to replace 
this behaviour with statements that would serve the same function for the child.
The preliminary stages of this training involved a detailed assessment to highlight the 
context and function of the behaviour. This established what the child may have been 
trying to express through their challenging behaviour. From this an alternative verbal 
responses was created that would elicit the same response. For example, if the 
communicative function of the child’s behaviour was assessed as a request for attention 
then the child was taught verbal responses such as “am I doing good work?” to illicit 
interaction. It was reported that there was a reduction in the frequency of problem 
behaviours after the children learned an alternative verbal response.
This technique has been developed further for clients with more limited communication 
skills. Mirenda (1997) reviewed twenty-one studies where communication training was 
utilised, mostly through alternative methods to verbal communication. The range of 
studies covered a total of fifty-two individuals with severe or profound learning 
disabilities and limited communication skills. There were a total of twenty-six clients 
whose challenging behaviour involved self injury. The studies all incorporated an 
assessment period that focused on the function of the communication and the intervention 
was then based on these findings. There were a range of techniques for training and a 
variety of different stimuli utilised as a communication tool. This is to be expected as the 
process was based on individual assessment and would therefore be specific to individual 
clients. It may also reflect the range of environments these studies were based in. 
However, all of the interventions followed the principle of giving an alternative strategy 
to express a specific need rather than through challenging behaviour. The short term 
impact of these interventions was a reduction of their challenging behaviour in most 
cases. This included twenty-four of the clients out of the twenty-six who exhibited self 
injurious behaviour.
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One of the clients covered in the review by Mirenda (1997) is described initially in a 
study by Bird, Dores, Moniz and Robinson (1989). Greg was a 27 year old man with an 
estimated mental age of 2- 3 years. His verbal communication was approximately fifteen 
words that he rarely used spontaneously. He exhibited extreme self injury, engaging in 
face punching on average 8.5 times a minute. This led to substantial damage to both 
eyes. In the previous two years strategies had been implemented with limited success at 
reducing this behaviour.
Assessment of the purpose of Greg’s behaviour highlighted that it appeared to be mostly 
motivated by a desire to escape from task demands, it also served as a means of gaining 
sensory stimulation. Greg was taught to use a token to request a break from a task. This 
was responded to and his self injury was mostly ignored for this period. The demands of 
the task were gradually increased. When the use of the token was effectively learned by 
Greg, this resulted in an immediate drop in self injurious behaviour, sustained over a 20 
week period, with Greg exhibiting no self injurious behaviour in the final six weeks of 
follow up. Greg spontaneously utilised what he learned to new contexts and there also 
appeared to be an increase in Greg’s spontaneous requests for other things such as food.
The research has therefore provided some powerful examples of how learning effective 
new methods of communicating may decrease frequency of challenging behaviours. 
However, there may be a bias, as non-significant results may not be as likely to be written 
up or published. These studies also rarely have control groups so there is little way of 
measuring whether the increase in positive attention and interaction may have influenced 
the observed changes. Despite this, there is an inference from these results that 
functional communication training provides skills in an area where the individual has a 
deficit. This may provide some support for the proposition that communication deficits 
explain the occurrence of challenging behaviour.
Functional communication training places an emphasis on the impact of learning new
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strategies for expressing motivation and part of this process requires action from the 
trainer to insure appropriate use of these strategies. This suggests that the implementation 
of new, non-challenging behaviour will rely to some extent on the principles of learning 
theory, which may give a different perspective on what may mediate challenging 
behaviour.
Challenging behaviour as learnt
The learning model of operant conditioning was first highlighted through research on 
animal learning and applied to human behaviour (Skinner, 1953). This theory suggests 
that in certain conditions an individual learns that a specific behaviour produces a desired 
response. When this occurs, it strengthens the probability of the individual attempting 
this again in the future, as this has been learned to be effective.
The desired consequence of an action may involve the individual gaining material goods, 
social contact or stimulation. This would serve to positively reinforce the behaviour. 
Similarly, the desired consequence may involve escape or avoidance from an unwanted 
situation or stimulus. This would serve to negatively reinforce the behaviour. This may 
also be important in the acquisition of verbal communication, as response from caregivers 
may shape language development as outlined above by Bunning (1998).
What an individual may find reinforcing will be dependent on their previous experiences 
and their current context (Konarski, Johnson, Cromwell and Whitman, 1981). This may 
therefore explain the wide range of different forms of behaviours that challenge services. 
The potential for a stimulus to be reinforcing may not be consistent between individuals. 
It is also possible that this could vary for an individual over time or in different contexts, 
as the motivation for the reinforcing stimulus may not be consistent. For example, the 
need for food may no longer motivate a person directly after a meal.
The motivation behind an action may be investigated through functional analysis. This is 
a method of assessing a behaviour, which focuses on the contextual triggers and the
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outcome of the behaviour. This may therefore give some indication of what may be 
motivating and maintaining the behaviour. This may be achieved through the use of a 
record form of incidents, questionnaires with carers and direct observation and 
manipulation of environmental conditions to monitor the effect on the target behaviour 
(Emerson, 1995). In a factor analysis on 482 studies of what aspects of an intervention 
had positively influenced change in challenging behaviours, the completion of a 
functional assessment was the only component that appeared to influence the 
effectiveness of treatment. (Bidden, Duker and Korzilius, 1997).
In research focusing on the function of challenging behaviour in 79 outpatients with 
learning disabilities, it was found that 72% of behaviour identified as challenging 
appeared to have the purpose of escape or gaining the attention of others (Durby, Wacker, 
Sasso, Steege, Northup, Cigrand and Asmus, 1992). Emerson and Bromley (1995) found 
that 63% of self injurious behaviour in their sample appeared to serve a self-stimulatory 
function and 25% may have served the purpose of gaining attention of others.
Comparing learning and communication theory
This functional analysis is similar to the assessment to establish the communicative 
function of a behaviour when conducting functional communication training. The 
interchange between the individual and the environment, as monitored by a functional 
analysis may be viewed as a dialogue of action and reaction in which an individual’s 
objectives may be implemented. A learned behaviour that serves to influence others in 
the immediate environment may therefore be a form of communication. By understanding 
the function of the behaviour, the carer may effectively be interpreting a communicative 
action of the learning disabled person.
It may be viewed that this self stimulation through self injury may serve a communicative 
function in that it informs others in the environment that the individual may be under 
stimulated. However, in this instance it would appear that the aims of the client are not 
directed at others and does not appear to be contingent on the direct reaction of others.
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Therefore, there does not appear to be a ‘dialogue’ of behaviour that may denote 
communication. Self injury may occur when the individual is alone, and therefore may 
not be a message intended to be acted on by others in the environment.
Communication and learning theories may have a large degree of overlap as they both 
focus on the underlying motivation for the behaviour. However, learning theory is not so 
bound with communicative ability and may go some way to explaining challenging 
behaviour in individuals who have relatively good communicative functioning.
The possible difference between these approaches is that learning theory places a greater 
emphasis on the influences of the environment on challenging behaviour. It also explains 
the consistent reaction of others. For example, if the carer’s direct attention prevents the 
client self injuring, then this will negatively reinforce the actions of the carer, and it will 
be more likely that direct attention will be given again by the carer when the client self 
injures in the future. This creates a cycle where the behaviour of the client and their carer 
reinforce each other.
Hastings and Remington (1994) found that carers may respond inconsistently to the 
challenging behaviour of their clients. This may therefore act as a variable interval 
schedule, where an individual has their behaviour reinforced only part of the time. 
Although it may take longer for behaviours to become learnt in this way, it may make the 
behaviour more resistant to extinction (Emerson 1995). This suggests that management 
of the client may influence their behaviour and places emphasis on a possible deficit in 
the system of care rather than the client’s communication skills. It is likely that these are 
factors that interact and may not be mutually exclusive explanations of challenging 
behaviour.
Other environmental influences
Hastings and Remington (1994) report that staff may have limited interactions with their 
clients, and the quality of these interactions are generally poor. This may increase the
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clients need to attract the attention of the staff by the most effective methods possible and 
highlights how impoverished environments may play a role in the behaviours of people 
with learning difficulties.
Similarly other components to an individuals environment may increase vulnerability of a 
person with intellectual disabilities developing challenging behaviour. These may be 
similar factors that influence the development of problem behaviours in the general 
population. Instability and disorganisation in the family of adolescents may increase the 
chance of them exhibiting disruptive behaviours, irrespective of the presence of a learning 
disability (Richards, Kolher and Katz, 1985, in Murphy, 1994). There is also evidence 
that lack of a secure emotional environment may have an impact on the development of 
challenging behaviour in people with a learning disability (Mihira, Meyers and Mink, 
1980, in Murphy, 1994).
Institutional settings for people with learning disabilities have been criticised in the past 
for under staffing, poverty of environment and sometimes abusive approaches to client 
care (Nirje, 1970). It is unlikely that this would supply a nurturing environment that may 
be important in forming secure attachments that may impact on emotional development 
and mental health (Bowlby, 1973).
Mental Health
The prevalence of mental health problems in people with learning difficulties may be 
difficult to define, due to problems of assessing thought content in this client group. 
Estimates of mental illness range from 14-67% (Campbell and Malone, 1991 in Emerson, 
Moss and Kieman, 1999).
Evidence suggests that there may be a link between the presence of anxiety symptoms 
and self injurious behaviour in people with a learning disability (Moss, Emerson,
Kieman, Tumer, Hatton and Alborz, 2000). However, this may be further complicated by 
the findings that anxiety symptoms were also found to relate to communication skills.
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Self injury may serve a purpose of alleviating or masking unpleasant internal stimuli such 
as worry. This may be supported by reasons given for self injury by people in the general 
psychiatric population. These include management of moods, feelings and interpersonal 
interactions, and a response to habitual thoughts (Allen, 1995).
There has also been a link between self injury and compulsive behaviour in the general 
psychiatric population. The ritualistic manner in which self injury may occur could 
compare to symptoms observed in obsessive compulsive disorder (King, 1993). Also, 
there are studies that suggest self injurious behaviour in people with learning disabilities 
may be effectively treated with the same medication that may be used for obsessive 
compulsive behaviour in the general psychiatric population. (Lader and Harington, 1996 
in Emerson et. al. 1999, Markowitz, 1992 in Emerson et al, 1999).
Genetic and biological factors.
There are some possible explanations of self injurious behaviour that may have a limited 
connection to environmental factors or communicative ability. Lesch Nyhan syndrome is 
a rare genetic disorder caused by chromosomal abnormalities and results in physical and 
learning disabilities. In a review of this syndrome Shoumitro (1998) suggests that 85% of 
children identified with this syndrome exhibited self injurious behaviour which mostly 
involved biting of lips, mouth and fingers. This behaviour may be very distressing for 
individuals with this syndrome who often report they wish to stop but feel that it is out of 
their control. It should be noted that this is a rare syndrome. However, it serves to 
highlight that there may be other possible reasons for challenging behaviour other than 
deficits in communication skills.
Similarly, individuals with Smith-Magenis syndrome have an increased chance of self 
injury. In a sample of twenty-nine individuals with this genetic disorder, 28 were found 
to engage on self injurious behaviour, the most common being hand and wrist biting 
(Finucane, Haines- Dirrigl and Simon, 2001). Another common feature of this disorder is 
mutilation of fingers and toenails, which was evident in over half of the sample.
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Finucane et al. (2001) suggests that there may be several contributing components to this 
behaviour. The chromosomal abnormality is likely to cause changes in nerve functioning 
of fingers and toes, that may create abnormal sensation or absence of pain. Finucane et 
al. (2001) also suggested that the reaction from others to this extreme behaviour may have 
a maintaining component to it. This highlights that possible causes of self injurious 
behaviour may not occur independently, but rather may involve genetic, biological and 
behavioural components.
There is also evidence that self injury may link to the release of endogenous opioid 
peptides. These are naturally occurring analgesics that are released in the brain at times of 
stress or pain. Thompson, Symons, Delaney and England, (1995) suggest that some 
forms of frenzied self injury may be akin to how laboratory animals have shown to self 
administer opiate drugs. They suggest that this may be a complex combination of 
behavioural and neurochemical influences on self injurious behaviour that may be 
specific to each individual and is likened to conditioned responses in drug addiction.
This suggests that chemical treatment for self injury may be effective for clients whose 
challenging behaviour is at least partly mediated by neurochemical self administration.
In a single case study design, Symons, Fox and Thompson (1998) found that opiate 
antagonist medication reduced self injurious behaviour. This was further influenced 
when combined with functional communication training.
The integration of these factors
The contribution of communication and learning theory has been shown to have large 
degrees of overlap. Evidence suggests that both communication and learning may explain 
challenging behaviour, however, this may not always be the case for everyone. Other 
possible explanations such as environmental conditions, biological, neurochemical and 
genetic factors may also have a role. These do not have to be mutually exclusive but may 
be integrated with one another. This need not suggest that one factor causes another, 
instead there may be a subtle interplay between them in what has been described as
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“dynamic rather than static, so the interaction between factors may be bi-directional, 
continuous and progressive” (Murphy, 1994, pg 56). This may suggest that deficits in 
communication skills can be a prominent influence on challenging behaviour, however, 
this is likely to be influenced by other factors that are specific to the individual.
Conclusion
It may be useful to view challenging behaviour as being communicative as this focuses on 
the meaning or function of a behaviour. By identifying the purpose for the behaviour, it 
is possible to teach new responses which may serve the same purpose but do not 
challenge the service. This suggests that the deficits in communication for people with 
learning disability may explain some challenging behaviour. However, this may also be 
viewed from a learning perspective, and behaviours may be a product of the responses 
that reinforce them. Other influences on challenging behaviour may involve 
environmental factors such as environmental deprivation , childhood experiences and 
mental health as well as genetic and neurochemical explanations.
Although deficits in communication may play an important role in challenging behaviour 
this may not always be the case. It may be too simplistic an explanation to apply to every 
challenging behaviour in every individual with learning difficulties. Communication 
deficits should be considered alongside other factors according to the individual. This 
will allow for a more complete assessment of what may be causing or maintaining 
challenging behaviour.
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Anxiety Disorders in childhood are fundamentally different from 
anxiety disorders in adulthood. Critically discuss with reference to 
the theory and treatment of two anxiety disorders
Year 2, 2001
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Introduction
Anxiety has been well researched in the adult population, particularly the cognitive 
behavioural theory and treatment for anxiety disorders. It is relatively recently that 
attention has been paid to anxiety disorders in children. The theory and treatment 
developed for the adult population has generally been directly translated to treat 
childhood anxiety disorders and there has been limited research into the relevance or 
effectiveness of this.
Defining the difference and similarities between adult and childhood anxiety disorders 
will gauge how applicable adult theory and treatment is to the younger age group. This 
comparison can also give insight into the aetiology and development of these disorders 
and underlines the influence of developmental processes on the theory and treatment of 
anxiety as “the types of stimulus which elicit fear change, and these changes parallel 
developments in the individuals cognitive and social competencies and concerns” (Carr, 
1999, pg403).
This essay shall refer to childhood as less than 18 years old because most individuals 
below this age would be eligible for Child and Adolescent Mental Health Services. This 
age is a cut-off for eligibility in the majority of research studies on childhood anxiety. It 
will also be relevant to further differentiate age groups within childhood as there are 
many developmental changes during this period. These changes are likely to have an 
impact on how anxiety is expressed and as children grow into their teens the distinction 
between childhood and adulthood becomes less defined.
Adult anxiety disorders have generally been considered to be treated most effectively by 
cognitive behavioural therapy (CBT). There may be a different emphasis on either the 
cognitive or behavioural components depending on the disorder and the needs of the 
individual client. This essay will focus predominantly on the theory and treatment of 
anxiety disorders from a CBT framework. This will be exemplified through panic 
disorder and obsessive compulsive disorder, which are seen to have different ages of
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onset in childhood. This will highlight how different developmental issues may be 
important in any adaptation of adult theory and treatment.
In the past panic disorder has not been considered present in childhood. However, recent 
research has shown that it is common in older children. This raises issues concerning 
what may prevent this diagnosis being prevalent in a younger age group and how it may 
be exhibited in older children compared to adults. The possible mediating effect of the 
developmental process may cause panic disorder to manifest differently in younger 
children.
Some anxiety disorders have been recognised as present in adults and children, such as 
obsessive compulsive disorder (OCD). However, there may be subgroups of this disorder 
and co-morbidity with other disorders of a possible neuropsychiatrie origin that may be 
considered specific to childhood. There are also components of OCD that appear similar 
to normal developmental stages in children. The research into OCD has highlighted how 
this disorder may manifest in similar ways in children and adults yet may have some 
differences that will influence theory and treatment.
Panic disorder
Definition of Panic
DSM-IV (American Psychiatric Association, 1994) described panic attacks as ‘discrete 
periods of intense fear or discomfort that has an abrupt onset and reaches a peak within 10 
minutes” (pg 394) Four specific physical symptoms out of 13 must be present including 
palpitations, sweating, trembling, shortness of breath and feelings of loss of control. The 
criteria for a panic disorder involves recurrent panic attacks, some of which are 
unexpected and involve concern about future attacks, worry about catastrophic 
consequences of attack or result in a significant change in behaviour. Definitions for 
panic disorder are similar in ICD-10 (World Health Organisation, 1992). However, this 
classification system does not require panic attacks to be spontaneous or “out of the 
blue”.
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Prevalence of Panic disorder in adults
DSM- IV (American Psychiatric Association, 1994) suggest that epidemiological studies 
have placed life time prevalence of panic disorder at 1.5-3.5% and one year prevalence 
rates at 1-2% of the population with an average age of onset in late adolescents and early 
adulthood. There are often stressful life events such as loss that precede the onset of 
panic disorder (Hoehn- Sarie and McLeod, 1988), and the disorder may coexist with other 
psychiatric disorders, such as depression.
Cognitive component of panic disorder in adults
Clark (1996) suggests that a panic attack is triggered by a misinterpretation of internal or 
external stimuli as potentially threatening. Clark, Salkovskis, Anastasiades, Middleton 
and Gelder (1996, cited in Clark, 1996) found that panic disordered clients were more 
likely to interpret stimuli as catastrophic compared to other anxiety disordered clients and 
non clinical controls. Clark (1996) proposes that panic disordered clients misinterpret 
normal changes in bodily arousal as having catastrophic consequences. For example, 
having increased rate of breathing may be interpreted as a signal of imminent suffocation. 
This is demonstrated in studies where panic disordered clients elicited greater anxiety in 
response to falsely high heart rate feedback compared to non-clinical controls (Ehlers, 
Margraf, Roth, Taylor and Birbaumer, 1988; cited in Clark 1996) and recovered panic 
patients (Clark, Salkovskis, Gender, Koehler, Martin, Anastasiades, Hachmann,
Middleton and Jeavons, 1988, cited in Clark, 1996). Clark (1996) proposes that this 
misinterpretation of bodily sensations increases anxiety levels which then increase 
physical symptoms and anxiety spirals into a panic attack.
Behaviour and panic disorder in adults
Clark (1996) proposes that adults with panic disorder engage in a range of behaviours that 
aim to decrease their anxiety in the short term. This includes hypervigilance to internal 
stimuli or agoraphobic avoidance of situations that may induce an attack. These were 
found to be factors that maintained panic disorder and were involved in relapse in a one
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year follow up study (Ehlers, 1995). Clark (1996) proposed that ‘safety’ behaviours are 
performed that aim to reduce the perceived catastrophe during an attack. For example, if 
clients are worried about fainting, they may purposely sit down during a panic attack. 
(Salkovskis, Clark and Gelder, 1996, cited in Clark, 1996). These behaviours negatively 
reinforce the misinterpretations and prevent the individual disproving their beliefs and 
learning new and adaptive behaviours.
Treatment for panic disorder in adults
Cognitive behavioural treatment for panic disorders in adults has been proposed by Clark 
(1989), incorporating self monitoring of panic attacks and psycho-education about the 
physiological responses to fear. This has been found to reduce anxiety about future 
attacks and improve mood (Rees, Richards and Smith, 1999). The therapy aims to 
challenge the clients’ catastrophic misinterpretations and cognitively restructure the 
meaning of their internal stimuli.
Behavioural experiments conducted during or between sessions aim to induce panic to 
habituate the client to their feared physiological reaction while preventing the use of 
avoidance and safety behaviours. This will serve to challenge the client’s catastrophic 
interpretations of symptoms and exemplify the importance of dropping safety and 
avoidance behaviours. Research has highlighted the behavioural component of CBT for 
panic disorder to be therapeutic, particularly when accompanied by agoraphobic 
avoidance (Oei, Llamas and Devilly, 1999). It is difficult to measure the effectiveness of 
the cognitive component independently. However, the combination of the two techniques 
has been shown to be effective in randomised control trials (Clark, Salkovskis,
Hackmann, Middleton, Anastasiades and Gelder, 1994).
Panic disorder in childhood.
The DSM-IV (American Psychiatric Association, 1994) does not include panic disorder 
among the classification of anxiety disorders in children. The adult classification does 
not have any modifications for the application to children.
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Prevalence and panic disorder in children
Ollendick, Mattis and King (1994) reviewed literature and concluded that panic disorder 
was common in adolescents. Alessi, Robbins and Dilsaver (1987, cited in Ollendick, 
Mattis and King, 1994) suggested that 15% of a sample of hospitalised adolescents fitted 
criteria for panic disorder. A review of the literature by Moureau and Follett (1993) 
includes 6 case reports on 22 children with panic disorder, eight of whom were 10 years 
old or younger. It would therefore suggest that panic disorder can occur in prepubertal 
children, although it is likely to be rare. Moureau and Follett (1993) acknowledge 
difficulties with combining the results of these studies as there were inconsistent 
diagnostic criteria and methods of assessment.
Retrospective reports from adults concerning the onset of their attacks suggests that this 
disorder is evident in adolescents and less commonly, in prepubescent children. Thyer, 
Parish, Curtis, Nesse and Cameron, (1985, cited in Ollendick, Mattis and King, 1994) 
investigated age of onset of anxiety disorders from clients clinical notes. They reported 
that 13% of clients with panic disorder reported symptoms before the age of 10 years old. 
However, this study relies on the second hand reports of a client’s retrospective memory 
and so reliability of the information is questionable. It is difficult to assess if these 
reports meet a consistent criteria for panic disorder.
Ollendick (1998) states that adolescents with panic disorder are only likely to seek 
professional help if their symptoms begin to interfere with their life, for example due to 
agoraphobic avoidance. This is in contrast to adult suffers of panic disorder whose 
severity and frequency of symptoms are related to them seeking help (Telch, Lucus and 
Nelson, cited in Ollendick, 1998). This suggest that prevalence rates of panic disorder in 
children may be unrepresentative in clinical samples.
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Children’s physiological experiences of panic
Research suggests that children aged of 8-17 years old experience the physical sensations 
of a panic attack that are comparable to that of adults (Kearney, Albano, Eisen, Allan and 
Barlow, 1997). These include difficulties breathing, increased heart rate, fainting and hot 
and cold flushes. Due to insufficient research, it is difficult to clarify this for children 
under 8 years old.
Nelles and Barlow (1988) reviewed evidence that children may experience the physical 
symptoms of panic where cognitions may not be prominent. ‘Hyperventilation syndrome’ 
has been diagnosed in pre and post pubertal children and adults (Enzer and Walker, 1967, 
cited in Nelles and Barlow, 1988). This involves difficulty with breathing during acute 
‘spells’ or ‘attacks’ that appear to be similar in description and duration to a panic attack. 
However, the children were unlikely to catastrophe these symptoms. Adults also suffer 
from hyperventilation syndrome but are more likely to be seen by mental rather than 
physical health services (Nelles and Barlow, 1988).
Cognitions and panic disorder in children
The main issue in applying the cognitive behavioural theory of panic to children appears 
to focus on whether children can experience the cognitive components of a panic attack. 
Keaney, Albano, Eisen, Allan and Barlow (1997) reported that children aged of 8-17 with 
panic disorder were more likely to report being scared by ‘funny feelings’ in their body 
compared to non-panic anxious controls. However, the effect of age within the panic 
group was not reported. It is possible therefore that this fear was only experienced by the 
older children in the sample. Kearney et. al. (1997) reported that the children in their 
sample reported mostly physical rather than cognitive symptoms of panic attacks.
Nelles and Barlow, (1988) propose that children prior to puberty do not have the 
cognitive sophistication for internal attributions of dangerousness of their physical 
symptoms, but instead will attribute external causes. For example, the child may feel that 
their symptoms of increased heart rate are due to them being about to run a race, rather
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than internal attributions of an imminent heart attack. Nelles and Barlow (1998) relate 
this to Piaget’s concrete operational stage of child development at approximately 7-11 
years old, where thinking and reasoning is based on concrete events rather than 
hypothetical possibilities. This is further supported by findings that the prevalence of 
panic attacks in a non clinical sample of children related to developmental stage, rather 
than chronological age (Hayward, Killen, Hammer, Litt and Wilson, 1992, cited in 
Ollendick, 1998).
However, Ollendick (1998) gives an example where a concrete, externally perceived 
cause of symptoms, such as inhalation of germs may be within the cognitive capabilities 
of a prepubertal child. It is conceivable that the child may believe that transitory external 
causes may threaten health, e.g. breathing germs that cause suffocation. However, it 
would be important to differentiate an externally triggered panic attack from a simple 
phobia.
The evidence suggests that catastrophic thoughts are not a prominent feature to childhood 
panic attacks. If this is the case, Clark’s cognitive model will not be so relevant to this 
client group. It may be difficult to confirm that children in the research samples had 
access to their own cognitions and were capable of metacognition.
Behaviour and panic disorder in children.
The literature for panic disorder in children suggests similar behavioural responses to that 
of adults. In Kearney et al.’s (1997) sample of 20 panic disordered children between the 
ages of 8-17 years old, most exhibited agoraphobia. This is likely to be particularly 
crippling for children as it can disrupt academic and social development. There does not 
appear to be any research concerning the use of safety behaviours in children. It is 
possible that this is a coping strategy that develops over time, or is completed by parents 
on behalf of the child.
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Development of panic disorder
As with adults, children between the ages of 8-17 with panic disorder have been found to 
have greater levels of anxiety sensitivity than non panic anxious controls (Kearney, 
Albano, Eisen, Allan and Barlow, 1997). Anxiety sensitivity is described as a fear of 
fear. In this study the authors propose that “anxiety sensitivity could interact with the 
increasing cognitive ability to contemplate and fear more abstract variables” (pg58). This 
would include internal interpretation of the heightened body arousal that some individuals 
may be predisposed to.
Ollendick (1998) links anxiety sensitivity to separation anxiety . This has a classification 
in DSM- IV (American Psychiatric Association, 1994) for childhood anxiety disorders 
and is characterized by excessive anxiety about leaving home, or being separated from 
attachment figures. In a review of the literature, Ost and Treffers (2001) reported 
findings that linked the occurrence of panic disorder with a previous history of separation 
anxiety in 25-50% of the adults sampled. However, it is highlighted in this review that 
not all of these studies had adequate control groups.
There are areas where panic disorder and separation anxiety disorder share 
symptomatology. Both are acute stress reactions, although separation anxiety has a 
consistent external cause. However, it is possible that due to the cognitive and social 
development of children, this is how catastrophe is translated, as the threat of 
abandonment rather than extreme concerns about physical or mental ill-health. Ost and 
Treffers review (2001) highlights that not all children with separation anxiety go on to 
develop panic disorder. The relationship between these two disorders is likely to be more 
complex and requires further research.
Treatment of panic disorder in children
There has been limited research on the application of cognitive behaviour therapy for 
panic disorder in children. Ollendick (1995) found that CBT for 4 adolescents resulted in 
reduction in agoraphobia and depression and elimination of panic attacks. However, this
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is a small sample size and therefore these results await replication. If children with panic 
disorder do not express cognitions relating to their symptoms then the cognitive 
component to therapy may not be relevant. However, cognitive therapy could play a role 
in maintaining compliance with treatment.
As with adults, it will be important to determine if the child has depression. Psycho­
education, set at the appropriate level, can inform the child and parent about the 
physiological and evolutionary purpose of panic. Behavioural approaches will be along 
the same lines as those with adults, although it is likely to incorporate other people in the 
child’s system. Parents may be involved in stopping behaviour (including their own) that 
may maintain their child’s panic disorder.
Summarv of comparison between adult and child panic disorder 
Research suggests that panic disorder is relatively common in adolescents and rarer in 
children under this age. It is possible that panic disorder in younger children may be 
expressed differently, as separation anxiety. This difference could be due to cognitive 
developmental issues preventing internal attributions of physical causes. This is 
supported by the fact that children and adolescents report predominantly physical rather 
than cognitive components to their panic experiences. This has implications for the 
application of CBT to children with panic disorder and suggests a greater emphasis on 
behavioural techniques incorporating other people from the child’s system.
Obsessive compulsive disorder
Definition
Obsessive compulsive disorder (CCD) has been defined by DSM -IV (American 
Psychiatric Association, 1994) as intrusive or persistent thoughts, images or compulsions 
that are not based on real life difficulties and cause distress or anxiety. The individual is 
aware that these thoughts are generated internally and may attempt to suppress, neutralise 
or avoid them through other thoughts or actions. The individual is aware that their 
actions or thoughts are excessive, however, there is a compulsion to perform these
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repetitive behaviours, or comply to a rigid set of rules. These difficulties should not be 
due to a medical condition or direct effects of substance use.
Prevalence of PCD in adults
DSM-IV (American Psychiatric association, 1994) places the life time prevalence of 
2.5% in the community and a one year prevalence of 1.5- 2.1%. However, it is unclear if 
childhood OCD are incorporated into these figures. DSM-IV (American Psychiatric 
Association, 1994) reports that there are no gender biases in OCD in adults. There is also 
a co-morbidity with depression (Fireman, Koran, Leventhal and Jacobson, 2001).
Cognitions in OCD in Adults
Salkovskis’ model of OCD (1989, cited in Salkovskis, Wroe, Gledhill, Morrison, 
Forrester, Richards, Reynolds and Thorpe, 2000) suggests that individuals with this 
diagnosis experience obsessive thoughts that are interpreted as a signal of imminent 
danger to themselves or others. This can include physical danger, ill health or any 
potentially threatening circumstances. This subsequently creates anxiety as the individual 
perceives that they are responsible for the catastrophic consequences if they do not 
prevent disaster. (Salkovskis et al, 2000).
Behaviour in adults with OCD
Compulsions may aim to neutralize these obsessive thoughts, for example if an individual 
was concerned about catching disease from germs, compulsive washing would serve to 
counteract these fears. These compulsions therefore give the individual short term relief 
from their anxiety (Rachman and Shafran, 1998). The individual may also engage in a 
range of other behaviours including avoidance of certain situations which may trigger 
their obsessive thoughts. For example, if an individual is concerned about catching germs 
they may avoid places which they feel to be unclean. OCD clients can attempt to 
suppress obsessional thoughts and seek reassurances from others that catastrophe will not 
occur. Salkovskis (2001) propose that these behaviours serve to maintain the cycle of the
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disorder by negatively reinforcing their obsessive thoughts and beliefs and making these 
dysfunctional beliefs more salient.
Cognitive behavioural treatment for adults with OCD
CBT has been found to be an effective treatment for obsessive compulsive disorder, 
(Freeston, Ladouceur, Gagnon, Thibodeau, Rheaume, Letarte, and Bujold, 1997). The 
CBT treatment incorporates three main areas. The cognitive component incorporates 
challenging the individuals dysfunctional beliefs that their thoughts are threatening and 
require controlling. This will also include psycho-education about the effects of thought 
suppression and the rationale for treatment.
The behavioural component can be conducted during or in between sessions. One type of 
behaviour therapy involves exposure and response prevention (ERP). This involves 
exposing clients to the circumstances in which they become anxious about their obsessive 
thoughts in order to promote habituation to this. Response prevention aims to prevent the 
clients utilizing their maintaining behaviours such as their compulsions, avoidance or 
reassurance seeking. This has been found to be an effective treatment on its own, as well 
as combined with the cognitive component and drug therapy (Freeston et al 1997). In a 
review of the literature on treatment effectiveness there were doubts about whether the 
cognitive component of CBT adds to the effectiveness of this therapy, and further 
research is required to clarify this (James and Blackburn, 1995).
OCD in children
DSM-IV (American Psychiatric association, 1994) recognised that OCD can be present in 
children and have added an amendment to their definition in order to draw attention to 
how this disorder may manifest in children. This includes children rarely requesting help 
for this disorder and the secondary impairment to the child’s functioning, such as school 
work.
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Prevalence of OCD in children
In a review of research studies on OCD in children the prevalence was 2-4 % in 
community samples and up to 5% in clinical samples (Gel 1er, Biederman, Jones, Park, 
Schwartz, Sharpiro and Coffey, 1998). This is generally compatible with the adult 
prevalence rates of this disorder. These studies generally did not include children under 8 
years old, although there are studies that report diagnosis and treatment of OCD in 
younger children (Tolin, 2001). Retrospective studies of OCD suggest that 80% of adults 
with this disorder reported onset before 18 years old (Pauls, Alsobrook, Goodman, 
Rasmussen and Leckman, 1995).
Childhood OCD has a higher prevalence in boys than girls with a ratio of 3:2 in a clinical 
sample of 7-18 year old children (Hanna, 1995). This has been substantiated by other 
studies and is in contrast to adult studies which have generally considered there to be no 
gender bias (Geller et al 1998). The average age of onset in childhood is approximately 
10 years (Hanna, 1995 ). Age of onset appears bimodal, with a peak just prior to puberty 
and another in early adulthood (Geller et al 1998). This may be due to gender differences, 
with females having later onset.
There has also been found to be a strong familial link in children with OCD . Studies have 
reported 70% of relatives exhibiting OCD symptoms and 30% prevalence of parental 
diagnosis of OCD (Riddle 1998).
Co-morbiditv and OCD in children
Child OCD has a high rate of co-morbidity. There is similarity with adult OCD in that 
there is likely to be depression present (Hollander, 1993, cited in Shafran, 2001). 
However, child OCD also has a high prevalence of conduct and oppositional disorders 
which have not been found in the adult sample. This may due to these disorders not being 
tested for in the adult sample.
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Childhood OCD has been linked to tic disorders such as Tourettes syndrome. This may 
be differentiated from compulsions because the actions in Tourettes may not serve a 
purpose or have intent (Riddle, 1998.) However, this may not be simple for clinicians to 
discern, particularly in younger children who may not be able to understand or articulate 
the motivation for their actions. The relationship between tics and childhood OCD 
appears complex. Tics in childhood and early adolescence have been found to predict 
OCD symptoms in late adolescents and early childhood in a community sample 
(Peterson, Pine, Cohen, Brook, 2001).
In a review that incorporates differential diagnoses, Rapoport and Inoff-Germain (2000) 
discuss neuropsychiatrie conditions that appear to have symptoms similar to OCD. 
Consequently, childhood OCD has been considered to have links to neuropsychiatrie 
theory. There is also evidence that the neurologically explained OCD incorporates tics 
and is separate from the psychologically derived disorder. This is based on different 
responses to medication between these two groups (Me Dougal, Goodman, Leckman, 
Lee, Heninger and Price, 1994, cited in Shafran 2001).
There are also a range of other disorders in children that are seen to have obsessive 
compulsive traits. It is common for children with developmental disabilities to exhibit 
compulsive behaviour. These disorders are also evident in adults, however, there is 
sometimes less certainty of this diagnosis in children. This highlights the difficulty for 
the clinician in positively identifying a child with obsessive compulsive disorder that is 
not a secondary cause. This may account for why many childhood studies exclude young 
children from their samples, as diagnosis may be less clear in this group.
Cognitions and OCD in children
It has been reported that the obsessional thinking that is evident in adults with OCD is 
also present in children with this disorder. The topics of childhood obsessions include 
contamination, harm and death, and exactness (Hanna 1995). Riddle (1998) states that 
young children are less likely to report obsessions or feelings of responsibility as they do
58
Child Essay
not have the required level of metacognitive awareness. The child may also be ashamed 
to admit obsessions and therefore decide not to report them. It is therefore difficult to 
accurately assess the proportion of children who may have compulsions without 
obsessions.
Developmental stages during middle childhood can incorporate magical thinking where 
ritualistic behaviours or superstition may be incorporated into the child’s explanations of 
cause and effect. This is supported by research on beliefs in 3-6 years olds and their 
magical thinking which may serve to reconcile events that may be beyond their 
comprehension. (Woolley, Phelps, Davis and Mandell, 1999). This may be separated out 
from clinical definitions of OCD as the normal developmental stages that incorporate 
ritualistic behaviour is mostly transitory and unlikely to cause distress to the child or 
impact on their daily functioning.
Behaviour and OCD in children
Research suggests that childhood compulsions in OCD generally follow a similar pattern 
to that of adults. This includes compulsion to hand wash, or arrange things 
symmetrically. This can cause considerable distress and disruption to daily functioning. 
Some children may be unaware that their compulsions are ineffectual or unrelated to their 
obsessional concerns (Hanna, 1995). It is common for parents to collude with their child 
and become incorporated into the child’s compulsive routines. The parents can provide 
reassurances to the child which reduces anxiety in the short term but does not promote 
self efficacy.
Treatment of OCD in children
Research into the effectiveness of cognitive behavioural therapy for OCD in children has 
been promising but there are no definitive randomised controls trials. The most effective 
form of therapy has been found to be behavioural (March, Franklin, Nelson and Foa, 
2001). This is the same as with adults in that it incorporates graded exposure to feared 
scenarios that trigger obsessive thoughts. It also incorporates response prevention, in
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order for the child to habituate to their anxiety and prevents the negative reinforcement of 
the compulsive behaviours (Foa and Kozak, 1985, cited in March, et al, 2001). 
Behavioural therapy may also incorporate removing maintaining factors precipitated by 
parents, such as reassurance seeking.
There may be difficulties with this therapy as young children may be more present 
focused, and will therefore have difficulty bearing discomfort of behavioural intervention, 
similarly, frontal lobe development may prevent the child from being able to inhibit 
responses for therapeutic gain (Smith, Kates and Vriezen, 1992).
Modelling and rehearsal may help to develop the child and family’s anxiety management. 
Carr (1999) suggests that a video of a child coping with exposure can model behaviour 
effectively. Reward schemes may also help maintain motivation and self-efficacy where 
appropriate. However, there has been no research on this.
As with adult treatment of OCD, the cognitive component has not been found to be 
effective on its own but is used in conjunction with behavioural techniques in order to 
“increase a sense of personal efficacy, predictability, controllability and self attributed 
likelihood of a positive outcome ” (March, et al. 2001, pg 9). The cognitive component is 
likely to incorporate cognitive restructuring for the child to learn to interpret stimuli as 
less threatening. This must be tailored to the individual child in a manner that is within 
their level of comprehension and maintains motivation. An example of how this is 
achieved is described by March and Mulle, (1998 cited in March et al. 2001) in the 
treatment package, ‘how to run OCD off my land’. This involves externalising the 
disorder, which may aid to make the subject of therapy more accessible. The treatment 
may therefore have a similar theoretical base, but requires adaptation to the child’s needs 
and developmental stage.
Given that a substantial proportion of children with OCD have parents who exhibit 
symptoms of this disorder it may be relevant to assess parental mental health and how this
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may impact on the child. Psycho-education will incorporate the family members and be 
pitched at an appropriate level.
Summarv of differences between child and adult OCD
Children appear to exhibit similar obsessions and compulsions to adults with this 
diagnosis. Differential diagnosis may be more difficult in younger children, as there are 
several other neurological or development causes to these symptoms, as well as a possible 
neuropsychiatrie subgroup in childhood OCD. The gender bias in children with OCD may 
also suggest a discernable difference with adulthood.
Younger children’s limited meta-cognitive awareness may make it difficult to access 
obsessive thoughts. Treatment can be similar to that of adults in that it may incorporate 
cognitive restructuring and exposure to situations where compulsive behaviour is 
prevented. However this must be tailored to the individual child and their cognitive and 
social development. The role of the family in treatment will be important and the 
disorder in children is more likely to be placed within the context of the child’s system.
Conclusion
There are many similarities between anxiety disorders in children and adults. However, 
differential diagnosis can be difficult with children and may rely on their comprehension 
of their disorder and their communicative skills. It may be difficult to assess cognitive 
components to anxiety disorders in children and this will impact on the application of 
adult cognitive theory and treatment. For example, the limited cognitive symptoms that 
are evident in childhood panic disorder suggest that this may not be crucial to the 
development and maintenance of this disorder. Child therapy for anxiety disorders is 
likely to rely more on behavioural techniques, with cognitive therapy used to maintain 
motivation and compliance. Despite this CBT has given some encouraging results for the 
treatment of adult and child anxiety disorders. Further research is required to clarify this.
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Theory and treatment of childhood anxiety disorder will be heavily mediated by the 
child’s cognitive and social development. The treatment of children is likely to 
incorporate reviewing and implementing changes systemically, incorporating family and 
school where applicable. Unlike adult treatment, the emphasis for change may be on 
those that care for the child. Anxiety disorders in childhood do not appear to be 
fundamentally different to that of adults, but are modulated by different processes and 
circumstances.
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Critically examine the cognitive behavioural and systemic models of 
anorexia nervosa and the evidence base for these theories and the 
application to treatment for this disorder.
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Introduction
This essay will outline a cognitive behavioural and a systemic model of anorexia 
nervosa and the standard treatment approaches that have been developed from them. 
The evidence for specific components of these theories will be examined as well as 
the evidence for effective treatment of anorexia. Conclusions will be draw from this 
about the direction for further research that may steer effective methods of treatment 
for this disorder.
Definition of anorexia Nervosa
Anorexia Nervosa has been defined in DSM-IV (American Psychiatric Association, 
1994), as a refusal to maintain normal body weight for height, with a body mass index 
of 17.5 or lower, which is a 15% reduction in normal body weight. This is 
accompanied by a fear of gaining weight and a disturbance in body image may also be 
evident. There is an over emphasis on body shape and weight as a means of self 
evaluation and possible denial of the seriousness of their condition. In post 
menarcheal women there should be an absence of at least three periods.
Weight loss will predominantly be achieved through food restriction but may include 
purging, through self induced vomiting, laxative or diuretic misuse or excessive 
exercise. This essay will only consider the purely food restricting anorexic, as this 
will focus the discussion on a more specific set of behaviours. However, it should be 
noted that 40% of individuals with a diagnosis of restrictive anorexia go on to develop 
bulimic symptoms (Vanderwycken and Pierloot, 1993 cited in Bell, Clare and Thom, 
2001). This suggests that there may be a large degree of crossover between these 
disorders.
Demographics of anorexia nervosa
90% of all cases of anorexia are female and the incident rate is between 0.5-1% of 
women in late adolescence and early adulthood (American Psychiatric Association, 
1994). This may incorporate clients who exhibit some purging behaviour, so the 
prevalence of purely restricting anorexia is likely to be lower. Mortality rates for 
anorexia are higher than any other psychiatric disorder (Nielson, Moller-Madsen, 
Isager, Jorgsensen, Pagberg and Theander, 1998 cited in Bell, Clare and Thom, 2001).
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The median duration of this disorder is 6 years (Treasure and Kordy, 1998, cited in 
Bell, Clare and Thom, 2001).
Cognitive behavioural theory for anorexia
This has been adapted from Beck’s (1967) cognitive behavioural therapy (CBT) for 
people with depression. He proposed that thoughts and interpretations are important 
in the treatment of mood disorders and he emphasised the interplay between thoughts, 
emotions, behaviour and physiology. Beck differentiated between different levels of 
cognition. He used the term ‘negative automatic thoughts’ to refer to conscious 
thoughts and images that provoke unpleasant emotions and are experienced as 
spontaneous and not a result of deliberate reasoning. He used the term ‘assumptions’ 
to refer to beliefs the individual holds about the world and themselves and proposed 
that these may be dysfunctional for people with depression. Core beliefs relate to the 
central premise on which the individual views themselves, others and their world and 
these may not be easily accessible.
A cognitive behavioural model of anorexia nervosa was proposed by Gamer and 
Bemis (1982). They suggest that the anorexic personalities include high levels of 
perfectionism and a need to live up to the expectations of others. The precipitating 
factors of feeling depressed or helpless may lead the individual to perceive that losing 
weight will solve their difficulties.
The anorexic client’s assumptions about the importance of weight loss are central to 
the cognitive behavioural model. Dysfunctional beliefs may be expressed in 
dichotomous thinking styles. The individual may therefore interpret the world in 
extreme positive or negative terms.
Negative automatic thoughts may lower self esteem and may be interpreted as a need 
for further weight loss. Dieting will then result in a sensation of gaining control or 
feeling that life will improve. This will reinforce the belief about the importance of 
weight loss and restrained eating. The fear of gaining weight may negatively 
reinforce further weight loss.
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Selective memory and attention towards food, weight and shape related information 
may maintain beliefs about the importance of these issues. Distortion of information 
may also serve to maintain anorexia. For example, body dysmorphia can involve 
individuals viewing themselves as fat despite being under weight.
Slade (1982 cited in Fairbum, Shafran and Cooper, 1999) developed a cognitive 
behavioural model based on functional analysis of anorexia. He proposed that self- 
control was a central factor in this disorder and is positively and negative reinforced. 
This had been developed further by Fairbum, Shafran and Cooper, (1999) who 
suggest that self control is an important maintaining factor in anorexia. They 
proposed that the effects of starvation may be interpreted as a threat to self control and 
a sign of personal weakness or failure, which maintains the desire for further food 
restriction. This essay will focus on the models of Gamer and Bemis (1982), as there 
is limited research into components of these other cognitive behavioural models of 
anorexia.
Implications for treatment
Anorexia nervosa has been noted to be difficult to treat because the client is often 
unmotivated for change and it is common for individuals not to accept that they are 
suffering from an eating disorder (de Silva, 1995). Cognitive behavioural therapy 
includes establishing rapport and collaborative goal setting with the client (Kirk,
1989) and this is particularly emphasised in the treatment of anorexia to encourage 
engagement in therapy (Fairbum and Cooper, 1989). Gamer and Bemis (1982) 
recognise this when applying their CBT model of anorexia to treatment. They suggest 
that particular attention is required enlisting the collaboration of a client, including 
focusing on what components of their eating disorder the client wishes to change.
Psycho-education is often conceptualised as a component to cognitive behavioural 
treatment as it may correct some misconceptions that the client may have about eating 
and weight control. This may involve giving the client information about the physical 
and cognitive impact of starvation. The education about adequate nutrition and facts 
about calorie absorption may serve to dispel some irrational beliefs about magical 
properties of food (de Silva, 1995).
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It is important to monitor weight not only as a measure of progress in therapy, but also 
to aid assessment of medical risk related to starvation that may require hospitalisation. 
Keeping a record of food intake, mood and thoughts may highlight issues that can be 
discussed in therapy and may also serve as a base line from which to monitor change 
(Kirk, 1989). However, due to motivational issues with this client group, it may be 
appropriate to introduce self monitoring gradually when the client has engaged in 
therapy (Gamer, Vitousek and Pike, 1995).
Behavioural tasks may be used to instigate change, for example the range of food in 
the diet may be increased by exposure to eating ‘fear foods’ that were viewed as 
fattening (Fairbum and Cooper, 1989).
An important component to CBT treatment for anorexia is cognitive restmcturing 
(Fairbum and Cooper, 1989) where thoughts and beliefs are reframed vHth altematives 
that do not support the eating disorder. This may include reframing food as healthy 
rather than ‘bad’. Cockett (1992) describes inpatient treatment for severe anorexia 
nervosa that incorporates reframing food as medicine and anorexia as an illness that 
requires treatment.
Collaborative exploration of altemative explanations may assist change from rigid 
thoughts and behaviours. Classifying dysfunctional thoughts according to errors in 
reasoning may enable the client to begin to recognise and question their assumptions 
(Fairbum and Cooper, 1989). This could include assumptions about the importance of 
weight loss and negative views of self. Deeper cognitions can be explored based on 
schema focused approach (Young, 1999). It will involve examining and modifying 
core beliefs that may include a negative view of self and the environment that stems 
from early life experiences.
Cognitive behavioural treatment for anorexia is likely to take longer that with other 
disorders due to the difficulties with engagement in treatment and the chronic nature 
of this disorder. Gamer, Vitousek and Pike, (1995) suggest 1-2 years of cognitive 
behavioural treatment is common.
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Evidence for the CBT theory of anorexia
This shall focus on the CBT premise that cognitions about food and weight are central 
to anorexia. This includes interpretations of negative automatic thoughts that relate to 
food and weight and underlying assumptions about the importance of weight loss and 
food restriction as well as negative core beliefs. Evidence for the presence of 
selective memory and attention for food related information shall also be discussed. 
Other factors proposed by Gamer and Bemis (1982) will not be discussed as they may 
not be specific to this model and are components of other approaches to this disorder.
Evidence for negative automatic thoughts in anorexia
Cooper and Fairbum (1992) investigated self statements in anorexic and bulimic 
patients as well as dieters and normal control groups. Information was collected while 
the participants were completing three behavioural tasks designed to trigger food 
related thoughts. The results showed that the eating disordered group had more 
negative self statements relating to weight, shape and food than the normal controls. 
Difference between negative self statements about shape and weight were not so large 
when the eating disordered group were compared to the dieting group. However, 
there were quantifiable differences with anorexic group, who were more concerned 
with thoughts about food.
This shows that individuals with anorexia have specific negative automatic thoughts 
relating to eating that involve a greater degree of negative self talk. However, this 
study did not include any psychiatric controls. It may have been important to 
differentiate the negative automatic thoughts related to anorexia from other psychiatric 
disorders such as obsessive compulsive disorder and depression, for which there is 
high co-morbidity (American Psychiatric Association, 1994).
It is possible that individuals with anorexia may not accurately report their thoughts. 
This may be the case if the client is not motivated to change, they may not be willing 
to report thoughts that could be challenged. There is evidence that anorexic clients 
suffer cognitive deficits and structural changes to their brain when their weight 
becomes very low (Palazidou, Robinson and Lishman, 1990). This results in concrete
73
Eating Disorder Essay
thinking that may prevent ability to reflect on thoughts. This may limit the reliability 
of the anorexic clients to self monitor their thoughts. This may also limit the 
reliability of studies that employ self report techniques with eating disordered clients.
Evidence for underlying assumptions about weight loss and fond restriction 
Gamer and Bemis (1982) highlight that anorexic individuals’ underlying assumptions 
about food, weight and shape are important components to the disorder. Mizes 
(1992) used an anorexic cognitions scales to evaluate the assumptions related to 
eating, weight and shape for anorexics, bulimics, psychiatric clients and non eating 
disordered controls. Eating disordered clients scored higher on the scale than the 
control groups. A factor analysis of the scale (Mizes 1991, cited in Mizes 1992), 
supports Gamer and Bemis (1982) model by identifying three main areas of 
underlying assumptions for anorexics. Firstly that the perception that weight and 
eating issues are important factors in gaining the approval of others. Secondly that self 
worth is determined by control of eating and weight, and thirdly that weight and food 
intake may only be controlled by rigid strategies.
However, Cooper (1997) suggests that using questionnaires to measure underlying 
assumptions may be limiting the potential outcome and are “reactive, simply 
confirming hypothesis and missing cognitions the investigator has not thought to 
include (Cooper, 1997, pg 126). This suggests that there may be a range of equally 
important non diet related beliefs that are not being assessed. The findings of Mizes 
(1992) are supported by work of Button (1983) who investigated the personal 
constmcts of people with eating disorders. He found that anorexics tended to view 
most of their world through the concepts of weight and shape. This also supports 
Gamer and Bemmis (1982) proposal conceming anorexic assumptions about the 
importance of weight loss.
seeIf beliefs about food, weight and shape are central to the disorder, it is important to 
if the presence of these assumptions predict relapse after recovery. Some preliminary 
studies have found this to be the case with bulimic clients, (Fairbum, Peveler, Jones, 
Hope and Doll, 1993) but this has not been studied in treatment outcomes of clients
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with anorexia. This highlights the need for further investigation into the causal role of 
underlying assumptions in this disorder.
Core beliefs in anorexia
These are not addressed directly in Gamer and Bemis’s (1982) model, although there 
is a reference to anorexics having poor view of self and a need to gain other peoples 
approval. There is limited research on anorexics’ core beliefs about the world.
Padesky and Mooney, 1993 (cited in Cooper, 1997) found that individuals with 
bulimia and anorexia had more negative views of the world than normal controls 
when assessed through a sentence completion task. In-depth cognitive therapy has 
been outlined by Young (1999) using schema focused theory. This suggests that early 
life experiences lead to pattems of viewing the self and the environment that persist 
into adult life. This approach has been investigated in a sample of eating disordered 
women who were shown to have more unhealthy core beliefs than a control group 
(Leung, Waller and Thomas, 1999a). However, more research is required to ascertain 
if this result was not related to co-morbidity with other psychiatric disorders.
Is there selective attention and memorv towards food, weight and shape in anorexia? 
Evidence from information processing tasks suggest that anorexics are hypervigilent 
to food and weight related stimuli. This is evident in the stroop paradigm (Stroop, 
1935 in Vitousek, 1996) where the speed of naming the colour of words is influenced 
by the word itself. This may be due to attentional bias to threatening stimuli, using 
processing capacity that slows down the colour naming task (Foa, Feske, Murdock, 
Kozak and McCarthy, 1991 in Vitousek, 1996). It has been found that eating 
disordered clients, including anorexics take longer to complete stroop tasks that 
include food, weight and shape related words. (Perpina, Hemsley, Treasure and de 
Silva, 1993) and body shapes (Overduin, Janson and Lonwerse, 1995). However, 
similar results have been found in dieters (Green and Rogers, 1993 cited in Vitousek, 
1996) and people who have fasted. (Channon and Haywood, 1990, cited in Vitousek, 
1996). These effects may be linked to hunger rather than anorexia.
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Selective memory for food and weight related information has also been shown in 
individuals with an eating disorder. (King, Polivy and Herman, 1991). However, this 
study has a small sample size. Further research is required to qualify these findings.
Different methodology between studies have given inconsistent results about whether 
selective attention to food, weight and shape related stimuli is specific to eating 
disorders (Vitousek, 1996).
Outcome studies on cognitive behavioural theranv for anorexia 
There are inconclusive findings about the effectiveness of CBT in the treatment of 
anorexia and a limited number of trials that have been published on this topic. This 
may be due to the long term nature of treatment, and the drop out rates that hamper 
scientific investigation. The medical risks for this disorder may involve hospitalisation 
and this can complicate research studies. However, these medical risks also highlight 
the importance of well designed research into effective treatment for this disorder.
The effectiveness of cognitive behavioural treatment has been established for bulimia 
nervosa (Fairbum, Norman, Welsh, O’Conner, Doll and Peveler, 1995). However, 
these findings are not relevant to the restrictive anorexic who does not exhibit any 
symptoms of bingeing or purging.
In a control trial, cognitive therapy was found to significantly increase weight and 
alter eating disordered cognitions in anorexics. (Serfaty, Turkington, Heap, Ledsham 
and Jolley (1999). The control group received dietary advice. All eight participants in 
the control group dropped out compared to 2 out of 25 of the cognitive therapy group. 
Effectiveness of treatment for the control group could not be measured. The results 
suggest that cognitive therapy increases engagement in treatment which is an 
important aspect to therapy. However, the dietary advice group was a small sample 
size which makes these results open to random error.
In a controlled trial of CBT and behavioural therapy, Channon, de Silva, Hemsley and 
Perkins (1989) found limited difference between the two therapies, although both 
approaches significantly improved weight, nutrition and mood. The individuals in the
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cognitive behavioural group attended significantly more sessions, and so there may be 
an increase in motivation that is encouraged through cognitive behavioural techniques.
Short term group work utilising a CBT approach has been found to have no noticeable 
impact on anorexia symptoms (Leung, Waller and Thomas, 1999b). This study 
suggested that this treatment could not address issues in motivation for treatment.
The findings of the limited number of studies of CBT for anorexia are inconclusive 
and further, well designed research is required. Although there is evidence that the 
thoughts and beliefs of the anorexic are focused on food, weight and shape, there is 
inconclusive evidence that the outcome of therapy is influenced by challenging these. 
It would appear the Cognitive Behavioural approach encourages the clients’ 
motivation to engage in therapy which is an important component to treatment.
Systemic model for anorexia
The systemic approach focuses on the social context in which the anorexia occurs.
The target for intervention is to modify the complex social system of which the 
individual is a component. The systemic approach has mostly been applied to families 
(Roth and Fonagy, 1996). Different approaches to family therapy have utilised 
different techniques to instigate change, however there is also a large degree of 
overlap between these approaches.
Minuchin and colleagues developed the ‘psychosomatic family model’ (Minuchin, 
Baker, Rosman, Liebman and Todd, 1975; Minuchin, Rosman and Baker, 1978) and 
have related this to families with a child with anorexia. This essay will focus on the 
approach to family therapy proposed by Minuchin et al. (1978) because it gives 
defined characteristics to the interpersonal functioning for anorexic clients and their 
family.
Munichin et al (1978) proposed three factors present in the psychosomatic family. 
Firstly the child is physiologically vulnerable, secondly the family has four 
transactional characteristics of enmeshment, over-protectiveness, rigidity and lack of
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conflict resolution. Thirdly, the child maintains the pattern of the family’s conflict 
avoidance and this reinforces the child’s symptoms.
The description of the transactional characteristics are outlined by Eisler (1995). 
Enmeshment relates to extreme over involvement between the family members. This 
blurs the boundaries between parents and children and there may be difficulties 
separating the individual personalities of the family members. Over-protectiveness 
within the family relate to “hypersensitivity to signs of distress” (Minuchin et. al.
1978, pg 30). This is usually over-protectiveness of the family members towards the 
sick child. Rigidity in the family system relates to maintenance of difficulties due to 
inflexibility in their ability to problem solve. Lack o f  conflict resolution refers to a 
style of interaction that prevents expression or satisfactory conclusion to interpersonal 
difficulties within the family. This may relate to avoidance or chronic conflict that 
prevent resolution of family conflict.
Implications for svstemic treatment
Minuchin et al. (1978) outlined their family interventions for anorexia based on the 
model of the psychosomatic family. This initially included all the immediate family 
members being present at the therapy session. Based on the premise that there is 
difficulty with conflict resolution, Minuchin et al. (1978) aimed to recreate this within 
the session by staging it around meal time. The therapist will aim to challenge the 
family’s current pattern of relationships. This would assist them to learn new problem 
solving skills that differ from the characteristic rigidity.
The enmeshment and blurring of boundaries may be challenged by setting specific 
task for family members that may directly recreate boundaries and family hierarchy.
There may be difficulties with engagement in treatment as family members are 
required to commit time from work or school to attend therapy. The anorexic client 
may view their disorder as unrelated to their family and be resistant to their 
involvement in treatment.
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The use of one way mirrors during the therapy allows for observation of the family by 
a therapy team. The family therapy approach has been adapted over time and includes 
other family therapy models that have a less formalised perception of family 
interaction and have incorporated the therapist as part of the system (Eisler, 1995).
Evidence for this svstemic model
This will focus on the evidence for the four transactional characteristics of the 
Psychosomatic family proposed by Minuchin et al (1978). Other aspects of Minuchin 
et al.’s (1978) theory will not be discussed as it is either covered by biological models 
or have not been the focus of research.
Kog, Vertommen and Vandereycken (1987) adapted Minuchin’s four transactional 
characteristics of psychosomatic families into measurable dimensions to investigate 
the prevalence of these in the relationships of 53 families with an eating disordered 
child, 30 of whom were restrictive anorexics. This involved observations of the family 
interaction and the outcome of semi-structured tasks. The observations supported 
three of Minuchin’s four transactional characteristics of enmeshment, rigidity and lack 
of conflict resolution, but did not support the characteristic of over-protectiveness.
Results should be viewed with caution because there was no control group and low 
inter-rater reliability of the observational coding of family behaviour. Also, not all 
families exhibited the extreme style of interaction and some exhibited opposite styles. 
There was found to be no relationship between the family interaction measured by the 
4 dimensions and the type and severity of eating disorder symptoms. This suggests 
that the family context could be more complex than is implied by Minuchin et. al.’s 
(1978) transactional characteristics and may involve other factors.
Some support of Minuchin et al. (1978) transactional characteristics can be found in 
the self report from family members. On a treatment trial of family therapy (Dare, 
Eisler, Colahan, Crowther, Senior and Asen, 1995), parents received separate 
therapeutic input that incorporated some training in methods to get their child to eat 
and gain weight. Both parents and adolescents reported that the focus on putting the 
parents in charge to be an important component to their therapy. The authors reflect
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that this may have served to promote generational boundaries and alter the enmeshed 
relationships. It may also have allowed family conflict to be confronted.
Expressed emotion (EE) refers to an interactional style within the family (Vaughn and 
Leff, 1975, cited in Dare, Le Grange, Eisler and Ruthford, 1994). EE in eating 
disordered families has been found to predict response to treatment and course of 
illness (Szmukler, Eisler, Russell and Dare, 1995). This is relevant to the systemic 
view of the role of family functioning in anorexia. The EE scale is a reliable measure 
and consists of five sub-scales, critical comments, hostility, emotional over­
involvement, warmth and positive remarks. Dare et al. (1994) found that levels of 
parental critical comment were low in a sample of 26 eating disordered adolescents,
18 of whom were anorexic. This may support Minuchin’s concept of lack of conflict 
resolution in that the avoidance of difficulties may prevent a solution. However, 
emotional over involvement was also low which does not support this model. The 
authors note that the results of this semi-structured interview could be influenced by 
being conducted as a family group rather than individually.
Expressed emotion in the family has been found to be influential on the engagement in 
therapy. Highly critical parenting has been found to relate to poor engagement in 
treatment. (Dare, Eisler, Colahan, Crowther, Senior and Asen, 1995) This supports 
Minuchin’s concepts of pattems of family functioning that involves difficulties 
resolving conflicts, because continual hostility may prevent acceptable resolution. 
However, it also highlights how other factors, such as parental criticism may modulate 
this transactional characteristic and engagement in therapy.
The family adaptability and cohesion evaluation scales (FACES; Olsen, Sprenkel and 
Russell, 1979 in Waller, Slade and Calam, 1990) measures closeness of family 
functioning and rigidity, comparing perceived and ideal scores. Waller, Slade and 
Calam, (1990) found that eating disordered clients, including anorexics perceived their 
family to be more disengaged and rigid than their ideal compared to a control group. 
These results were confirmed by Dare, Le Grange, Eisler and Rutherford, (1994) and 
showed that these families reported a desire for more closeness with other family 
members and less rigid rules. This was despite the fact that these families were
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generally intact and appeared close to the observer. It may be hypothesised that these 
families were striving for a family structure that resembled Minuchin’s description of 
enmeshment with a lack of boundary structure.
Self report studies using questionnaires have given inconsistent results about family 
functioning in anorexia. Different measures and client demographics have made the 
results difficult to interpret. Differences between the perception of the family and of 
the observer may account for discrepancies between studies on this topic. Eisler 
(1995) also noted that many of these studies only report mean scores for 
questionnaires and this does not reflect the variation in interactional style in anorexic 
families.
Outcome studies of familv theranv
Minuchin et al. (1978) reported that the implementation of family therapy based on 
the theory of the psychosomatic family yielded positive therapeutic effect for over 
80% in a sample of 52 adolescents in a follow up study. This has been supported by 
Dare, Eisler, Colahan, Crowthers, Senior and Asen, (1995) in a series of clinical trials 
involving family therapy. At five years follow up 90% of the family therapy clients 
were well compared to 50% in the individual therapy group. 80 patients were 
randomly assigned to one year of either family therapy (based on Minuchin’s theory 
of the psychosomatic family) or individual supportive psychotherapy. They found 
that individuals whose age of onset was lower than 19 years did better in family 
therapy. Although this did not apply to people whose duration of eating disorder was 
longer than three years. Individuals whose age of onset was 19 years or older did 
better in the individual sessions. They suggested that the response to treatment 
depended on ‘illness’ factors such as age, duration and symptoms of illness rather that 
specific attributes of family functioning.
Dare et al. (1995) also reported on the outcome of a control group of ‘family 
counselling’ where the parents are seen independently of the child. This was found to 
increase engagement and positive outcome in families with high levels of parental 
criticism. Dare et al. (1995) hypothesise that the therapist may be influencing the 
family system indirectly without the negative impact of blame and guilt that may be
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more easily evoked in joint sessions with highly critical parents. This suggests that 
approaches to treatment will need to be selected depending on the specific 
characteristics of the clients and family. Individual treatment may have a role to play 
along side family treatment sessions.
In a randomised control trial by Dare, Eisler, Russell, Treasure and Dodge (2001), 84 
patients were assigned to either one year of family therapy, seven months cognitive 
analytic therapy, one year focal psychoanalytic therapy or the control group of low 
contact routine therapy. There was moderate improvement through the three therapies 
compared to the control group. Family therapy and psychoanalytic therapy appeared 
to have the greatest degree of positive change, although these were also the longest 
therapies. It should be noted that the family therapy used in this study was not based 
on Minuchin et al.’s (1978) model. The authors noted that overall sample size of the 
study was lower than expected. Also the number of clients with a poor prognosis 
before treatment commenced was likely to reduce the power in this study.
The evidence suggests family therapy can be an effective treatment. It may be 
particularly relevant to anorexics with an age of onset prior to 19 years old, possibly 
because this is when family functioning is likely to impact most on their lives. There 
may be other considerations about the family dynamics that may impact on the 
effectiveness of treatment. Therapy should be able to be flexible to these differences 
to maximise the therapeutic change.
Conclusion
Both CBT and systemic approaches have evidence to support some of the assumptions 
made in their models of eating disorders. However, there are often inconsistencies. 
This may be due to different methodologies in the studies and the long term nature of 
this disorder and the lack of motivation to engage on therapy that may thwart research.
Cognitive behavioural therapy focuses on the individual experience and symptoms 
and has developed firom the treatment of adults. The applicability of this to 
adolescents would depend on their ability to comprehend the therapeutic principles. 
The systemic approach was developed from treatment of adolescents and involves
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family context and interaction. The applicability of this to adults may depend on their 
current social context.
Both forms of therapy may need to be adaptable to issues of engaging the client in 
treatment. More research may be required into what specific components aid this 
engagement in order to maximise this effect.
Although there is evidence that there are maladaptive cognitions in anorexics, there is 
little research to suggest that cognitive restructuring is an essential component to 
cognitive behavioural intervention. Well designed research is required into this to 
ensure good evidence based practice. This should include outcome studies on schema 
focused interventions.
Similarly, with family therapy, there is little scientific evidence to allow conclusions 
of whether the similarities between anorexic families is merely a product of the 
disorder or if it is influential in the maintenance of the disorder. More research is 
required that will confirm what specific components of the therapeutic process may be 
most useful and with whom.
To assume that there is one definitive therapy for eating disorders may be ignoring 
individual differences in this client group. Treatment may need to be adaptable 
depending on factors such as motivation, age of onset, duration of illness and family 
dynamics. Research into difference in treatment outcome with relation to these 
factors will equip clinicians with an evidence base for choosing the most effect 
components for therapy depending on the needs of the client and their family.
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Summary of clinical case reports
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Summary of case report Adult Mental Health Placement
The assessment and cognitive behavioural treatment of obsessive compulsive 
disorder in a 27 year old white British female
Current Symptoms and reason for referral
Gail was a 27 year old white British woman, referred to the Community Mental 
Health Team by her GP. She reported to suffer from obsessive thoughts that she 
would cause a catastrophe, such as fire or fatal car accident or that she would be 
burgled because she did not locking up her house. She reported engaging in lengthy 
checking routines which interfered with her life and caused her considerable distress.
History of presenting problem
Gail reported that she had always been an anxious child, and was pushed to achieve 
well academically. There was no family history of psychiatric illness. She reported 
several incidents during her teens and recently where she had acted effectively to 
divert danger. Gail’s job became more pressurised 5 years ago and this was when she 
began to notice that compulsive checking and avoidance decreased her anxiety created 
by obsessive thoughts.
Psychometric assessment
Gail’s Beck Anxiety Inventory (BAI) score was in the ‘severe’ range. Her Beck 
Depression Inventory-II (BDI-II) score indicated a ‘moderate’ level of depression.
Gail also kept records of thoughts and behaviour using a diary of OCD symptoms.
Formulation
Gail’s symptoms were consistent with a diagnosis of Obsessive Compulsive Disorder 
(OCD). Her depressive symptoms appeared to be secondary to her OCD. It was 
therefore decided that OCD shall be the primary focus for treatment. The cognitive 
model of OCD was applied. Gail’s early experiences included an emphasis on 
achievement through hard work and she may have believed that setbacks were due to 
her own negligence. Other incidents may have reinforced the belief that she must 
always be on guard to prevent a catastrophe.
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Demands of work increased Gail’s anxiety due to her concerns about not achieving 
her high standards. Checking and reassurance seeking attempted to neutralise intrusive 
thoughts about causing a catastrophe. However, these behaviours prevented Gail from 
disconfrrming her beliefs. Her neutralising behaviours were reinforced as a short term 
anxiety reducing measure. Her low self esteem may have also fueled beliefs that she 
could cause catastrophe through her own incompetence.
Treatment
The treatment plan was based on a cognitive behavioural model of OCD. The 
development of a hierarchy of low to high symptom- inducing situations assisted in 
the collaborative goal planning.
Gail was motivated for treatment and understood the cognitive behavioural approach. 
Printed information was given conceming the nature of OCD and a CBT model was 
collaboratively discussed. Behavioural tests were completed in the session. This 
involved Gail going in and out of her house without checking anything. This raised 
her anxiety and increased her belief that the back door was unlocked. Subsequent 
exposure and response prevention tasks were completed by Gail between sessions.
Checking and reassurance seeking behaviours were reframed as preventing long term 
anxiety reduction. Gail was subsequently able to prevent checking the back door.
This was used as proof that anxiety levels would not spiral out of control. She reported 
an increase in the number of incidents of checking other items such as the cooker. 
Further homework was set to gradually increase the time between checks.
She subsequently reported being relatively untroubled by her obsessional thoughts, 
with a marked reduction in her checking and avoidance behaviour. The sessions then 
focused on relapse prevention. Possible strategies were devised to plan for situations 
which may make her vulnerable to relapse.
Outcome
The progress made by Gail suggests that she responded well to the cognitive 
behavioural approach. She appeared to be able to utilise the strategies implemented
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within the sessions and reported incidents that suggested she could transfer these to 
everyday life. Gail’s self-report of the level of belief in her intrusive thoughts 
dropped from 100% to 10-15%. The discomfort she experienced from her anxiety 
also dropped. Her BAI and BDI scores both reduced to within normal range.
Discussion and Reformulation
Changes in OCD symptoms were considered with respect to her recently taking anti 
depressant medication. Her improvements may also have been linked to denial of 
symptoms to avoid a sense of failing therapy.
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Summary of case report Learning disability placement
The assessment and behavioural intervention of a 52 year old man with 
behaviour that limited his opportunities for community integration.
Presenting difficulties
John was a white British man referred to the Community Team for People with 
Learning Difficulties due to difficult behaviours at meal times. John was described by 
care staff at his residential home as becoming ‘agitated’ and he would attempt to enter 
the kitchen to obtain food or would take food from other service users. There were 
concerns from care staff about John’s risk in the kitchen at meal time as he did not 
appear aware of boiling pans. Care staff also reported that John appeared frustrated if 
he did not receive his food immediately before other residents. John’s behaviour was 
managed by staff through avoiding circumstances that caused the greatest level of 
disruption. This lead John to be excluded from accessing the community, including 
restaurants, due to concerns that he would try to take food.
History of presenting problem
John was identified as having a severe learning disability from 4 years old and was 
admitted to long term institutional care in a large hospital aged 8 where he stayed until 
aged 44 when he entered a community residential setting. John had a brother, who 
visited approximately once a month.
Care staff reported that he started stealing apples from a neighbour’s tree and this 
behaviour gradually increased and began to incorporate other peoples food at dinner 
time. Approximately one year prior to this assessment, John began to attempt to take 
food from members of the public when out in the community, including grabbing food 
from the counter at restaurants and from picnickers in the park.
Presentation
John appeared restless and paced back and forth. Reports from staff confirmed this to 
be his usual presentation. John was fully ambulatory and of slim build. He had no
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verbal expressive communication and was able to get his needs knovm by taking his 
carers by the hand and leading them to what he required.
Rationale for intervention
John’s attempts to take food had led to restriction in his access to areas in the 
community where food may be present. This prevented community integration.
Assessment
A functional analysis was completed with John’s keyworker. The results of the 
questionnaire based interview suggested that the target behaviour mostly occurred just 
prior to his dinner time or when John was bored or restless. Getting access to the 
kitchen resulted in him gaining food, stimulation and interaction. It was likely that this 
behaviour was motivated by hunger and to gain stimulation and staff interaction.
John was observed for fifteen minutes on four occasions prior to and during his 
evening meal in his residential home. Continuous recordings were made of his 
behaviour and staff interaction.
Formulation
It is possible that John’s behaviour may have been an adaptive response to his 36 
years in institutional care where he may have had little control on aspects of his care.
Precipitant factors
Boredom or lack of stimulation may have motivated John’s attempts to enter the 
kitchen. John’s behaviour may have been a means for him to communicate his needs. 
Inconsistent responses by staff could have increased his level of fmstration. Given that 
this behaviour occurred around dinner time, it may be linked to him being hungry.
This may increase his anxiety that he may not get fed.
Consequences
John gained positive reinforcement by obtaining food. This may serve to reduce his 
anxiety conceming not getting fed. John also gained social contact from the staff.
The management of John’s behaviour may have prevented him learning new strategies
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and to tolerate delays in food availability. Denying John the experience of eating out 
prevented him relearning how to use these facilities appropriately.
Action Plan.
Guidelines were written for staff, including how interaction with John at meal times 
should not be contingent with him requesting food, but include non prompted 
interaction, including offering him food and drink. Gradually, his food was no longer 
served before other service users. This was an appropriate skill to leam for 
community environments such as restaurants. Monitoring of calorie intake assured 
John was receiving enough to eat. Increasing community access would involve John 
having meals in public places with an aim of increasing his quality of life.
Outcome
The observations of John at meal time were repeated after guidelines had been in 
place for six weeks. There was a small decrease in John’s attempts to access the 
kitchen and reduction in the number of times the staff interacted with John during 
these times. There was an increase in the number of unprompted interactions initiated 
by staff and he was able to tolerate not being served dinner before other service users.
John’s brother took him out for a pub lunch which was reported to have gone well. A 
further trip for a meal in a pub was also viewed as successful and highlighted the need 
for further trips to enable John to become familiar with this environment.
Reformulation
The effect of separation from his family at an early age was considered from the 
perspective of attachment theory. This was related to John’s current restless, 
searching behaviour linked to the need for nurturing.
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Summary of case report Child and Family Placement
The cognitive behavioural assessment and solution focused intervention of a 12 
vear old girl with a phobia of balloons and loud bangs. 
Presenting difficulties
Lizzie is a 12 year old girl of white British ethnic origin. She was referred by her G.P 
to the Child and Adolescent Mental Health Team due to a fear of balloons and loud 
bangs. Lizzie reported that she worried they would burst and make a loud sudden 
bang. She also feared fireworks, cap guns and pulling Christmas crackers and party 
poppers but not other loud noises such as thunder or slamming doors. In order to calm 
herself down she would seek comfort from one of her parents and attempt to cover her 
ears with their clothes. She avoided environments where she thought balloons, 
fireworks or party poppers and crackers may be present and was hyper-vigilant to 
their presence. Lizzie said she was embarrassed about her fear and reported that this 
was why she had sought help.
Clinical presentation
Lizzie was accompanied by her mother and there appeared to be a supportive 
relationship between them. Lizzie presented as a confident girl who expressed herself 
in an age appropriate manner and appeared motivated for treatment.
Developmental history
Lizzie lived at home with both biological parents and her younger sister. Her mother 
reported being anxious when Lizzie was bom and vigilant about Lizzie’s health as a 
baby. Lizzie reached all the appropriate developmental milestones. She had difficulty 
adjusting to the birth of her sibling when she was two years old. It was at this time that 
her mother noticed that Lizzie would seek comfort when she heard explosive sounds. 
Some successful attempts had been made by Lizzie and her family to get her to hold a 
balloon, but this did not generalise to other situations.
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Questionnaires
Lizzie completed the Fear Survey Schedule for children and The Spence Children’s 
Anxiety Scale. She scored within the average range for her age on both measures.
Formulation
Lizzie’s presenting difficulties correspond to DSMIV criteria for a specific phobia. 
This case was formulated using a cognitive behavioural model. It is possible that 
Lizzie was hypersensitive to loud noises when she was very young which may have 
conditioned her to becoming frightened about sudden loud noises. Her current 
physical symptoms of anxiety may have been interpreted as a signal that she was in 
danger. This could have further increased her physical symptoms of anxiety and 
reinforced her belief that loud bangs were dangerous. Leaving the anxiety-provoking 
situation or seeking consolation would have reduced her anxiety in the short term but 
negatively reinforced her fear and prevented her learning that these situations were 
safe. Her hyper- vigilance kept attention focused on her difficulties.
Lizzie was motivated for change and had a supportive, psychologically minded 
family. She was able to identify her aims for therapy and could give instances where 
she had overcome her fear in the past.
Action plan
The formulation showed how Lizzie and her family appeared to have a lot of 
protective factors that could be utilised in therapy. A brief solution focused approach 
to treatment was therefore considered the most appropriate form of intervention as this 
has been shown to require up to 6 sessions. Solution Focused Brief Therapy focusing 
on exceptions to a problem and what was different about these situations so that the 
client’s own resources can be utilised to make this exception become typical 
behaviour. It has been suggested that this is particularly relevant in the treatment of 
anxiety disorders and is a useful approach with children.
Therapy
Lizzie was seen for a total of six intervention sessions, with an average of 3-4 weeks 
apart. The initial phase of therapy involved defining what Lizzie wanted to change.
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Lizzie’s ‘preferred future’ involved her being able to pick up a balloon and for her 
sister to be able to play with a balloon. A rating scale was used to define bow 
anxious Lizzie was when she was near a balloon. A scale was also used to measure 
bow confident she was about positive change.
Lizzie was able to bigbligbt exceptions to her phobia when she bad tolerated balloons. 
She was encouraged to identify the personal resources she bad used in a way that 
would help her envisage bow she could do this again in the future. Lizzie was able to 
identify incidents between sessions where she bad increasingly been able to cope 
being near to balloons and fireworks.
Outcome
Lizzie’s self rating scales where the main measure of change. Her explicit goals bad 
been achieved. A follow-up phone call to Lizzie’s mother showed that Lizzie bad 
maintained these changes.
Critique and reformulation
The intervention did not completely follow all the components of brief solution 
focused therapy. However, by gaining a developmental and problem history it was 
possible to ensure that any relevant family information was not missed, and insight 
could be gained into possible alternative formulations of this case should it become 
necessary at a later stage.
The focus on positive change may have made it difficult for Lizzie to relay instances 
where she thought she bad not progressed or bad not been able to cope. Lizzie’s 
difficulties were reformulated using a psycbodynamic approach. This involved 
hypothesising about repressed feelings relating to her early experiences of her parents 
concerns for her heath and the rejection at the birth of her sister.
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Summary of case report Specialist Eating Disorders placement
Cognitive behavioural assessment and intervention for a 35 year old white 
British woman with bulimia nervosa.
Reason for referral and presenting problem
Anna was referred to the specialist eating disorder service by her CMHT care co­
ordinator in April 2001 with a diagnosis of Bulimia Nervosa. Her BMI was within the 
normal range.
Anna had implemented some changes to her bulimic behaviour prior to assessment by 
utilising planned bingeing and purging 3-4 times per week. She reported constantly 
fighting the urge to binge and was fearful that she would be unable to resist. She was 
very concerned about putting on weight and reported thinking that she needed to lose 
weight for other people to value her. She also thought that she would only be valued 
at work if she did her job perfectly. This resulted in low mood and anxiety about 
future failures.
History of presenting problem.
Anna described herself as a competitive child who was academically successful. She 
reported difficult relationships in her past. While at University she began to purge by 
self inducing vomiting after eating more than she intended. She said that this helped 
her cope with feeling guilty about failing to keep her diet and anxious that she would 
gain weight and feel a failure.
Previous psychological input
Anna engaged in 6 sessions from a trainee counselling psychologist from the specialist 
eating disorders service.
Psychometric assessment
Anna gained a Beck Depression Inventory II (BDI-II) score within the mild-moderate 
range. Her Beck Anxiety Inventory (BAI) score was within the normal range.
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She completed the Stirling Eating Disorders Scale (SEDS) and the Eating Disorder 
Inventory II (EDI-II).
Formulation
Anna fits the diagnosis for bulimia nervosa of the purging subtype. The focus of this 
intervention was not to decrease her bingeing and purging but prevent it increasing 
and reduce her preoccupation with weight and shape. Her current difficulties were 
formulated through a CBT model of clinical perfectionism. This incorporates many 
aspects of CBT for Bulimia, encompassing cognitive bias in areas of Anna’s life that 
may influence her risk of increased bingeing and purging.
Anna maintained her belief that she was unlovable because she was unable to attain 
unrealistic and dichotomous high standards. She was hyper vigilant to any sign of 
failure and selectively attended to these. This created a perfectionist cycle as Anna’s 
negative self-evaluation was interpreted as a need to strive harder for her unrealistic 
standards. This created low mood and situation specific anxiety. Her binging 
behaviour was a means of avoidance of these unrelenting standards.
Action plan
Treatment focused on self monitoring and reframing Anna’s perception of her 
performance and generating alternative conclusions for her perceived failures. Rating 
her thoughts on a continuum helped challenge their dichotomy. Frequency of binges 
and purges were also monitored to ensure this remained at a tolerable level.
Anna described how she was able to challenge her negative thoughts but these were 
undermined by her subsequent thought; “but really, I know that I’ve failed”. 
Connections were made between these thoughts and low self esteem.
Behavioural interventions included implementing changes to her avoidance of ‘fear 
foods’. A hierarchy of fear foods was developed in order for her to attempt to eat the 
least anxiety provoking food first without binging or purging. Anna reported in the 
following session that her attempt to eat half a small pastry had resulted in an 
unplanned binge.
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The focus of therapy included reducing the frequency that Anna weighed herself. She 
reported thinking that her weight would spiral out of control if unchecked. This was 
challenged and plans were made to try to avoid weighing on two occasions before the 
next session. Anna reported that she was able to do this.
Outcome
Anna’s frequency of bingeing and purging remained unchanged. Her frequency of 
weighing herself had halved. There was no change in her avoidance of fear foods. Her 
BDI-II and BAI score were within normal range. Anna’s SEDS scores for low self 
esteem, perceived external control and self directed hostility had reduced below the 
clinical cut-off. She showed a large reduction in her scores for bulimic dietary 
cognitions and behaviours. However, these remained just above the clinical cut-offs. 
Anna EDI-II scores showed that the drive for thinness, bulimia, body dissatisfaction, 
and introspective awareness scales reduced. Her score for the perfectionist scale had 
reduced, but not significantly. Anna’s rating of her general belief in her negative 
thoughts reduced as did her concern about unplanned binges and her thoughts about 
food and weight.
Critique and reformulation.
The intervention did not alter Anna’s bulimic behaviours. Motivational work may 
have been required to reduce this. The CBT approach used did not follow the 
suggested method of CBT for Bulimia. No attempt was made to change other 
behaviours that may have been a means of denial of other emotional difficulties.
Anna’s eating disorder was reformulated using an interpersonal psychotherapy 
approach. She has a history of competitive and difficult relationships that could be 
categorised as interpersonal role disputes that may perpetuate the low self esteem and 
low mood that her eating disorder may mask.
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Summary of neuropsychological case study Elderly placement
Neuropsychological assessment of a 78 year old white British woman with a 
right hemisphere stoke
Reason for referral and presenting problem
Miss P was a 78 year old white British woman who suffered a right hemisphere 
stroke. She was diagnosed as having a with right cerebral embolism involving her 
right middle cerebral artery in the right dorsolateral frontal area.
She was referred to the psychologist for cognitive assessment by the multidisciplinary 
team on the stroke unit. This was due to concerns about her difficulties implementing 
new strategies in her physiotherapy sessions which was preventing her rehabilitation 
from progressing. Staff reported that she required prompting to initiate new actions 
and had difficulties sequencing tasks. Miss P was unable to define why she was 
referred for psychological assessment.
History of presenting problem
Miss P did not lose consciousness when she collapsed at home. She initially 
experienced slurred speech, difficulty swallowing and left side hemiplegia. These 
subsided over the following weeks.
Clinical Presentation
At the time of the initial assessment Miss P was able to write clearly. She had 
difficulty standing without assistance. She was friendly and appropriate throughout 
the assessment.
Personal History
Miss P reported that she left school at 14 year old, after which she cared for family 
members. She had lived alone in a retirement fiat and reported leading an active life 
before her stroke. She did not have any psychiatric history. She was right handed.
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Previous Assessments
Miss P had completed the Mini Mental State Examination and scored 28/30. This is 
above the average score of 27 for people her age and education level.
Tests administered
Test name
1 Wechsler Adult Intelligence Scale- III (WAIS III)
2 Wechsler Test of Adult Reading (WTAR)
3 Hayling and Brixton Test
4 Visual Object and Space Perception Battery (VOSP)
5 Balloons Test
6 Brief Assessment Schedule Depression Cards (BASDEC)
7 Rivermead Behavioural Memory Test (RBMT)
Results
Miss P’s score on the verbal comprehensions index was within the average range . 
Her perceptual organisation index score was in the low average to borderline range 
and at the 4^  ^percentile. Her working memory index (WMI) was more than 2 
standard deviations below the average and was below the first percentile. Results of 
the WTAR suggest that her pre-morbid functioning was within normal range.
Executive functioning
For the second part of the Hayling test, Miss P was unable to inhibit her usual 
responses. The results of the Brixton Test showed that Miss P did not effectively 
modify her response strategy, despite being given feedback. Both these test scores 
were within the ‘impaired’ range, achieved by less than 1% of the general population.
Visual processing
Miss P passed the screening subtest of the VOSP and failed all other subtests. This 
showed that deficits in visual processing and object recognition were not due to lack 
of visual acuity. The Balloons Test showed she did not suffer from visual field 
defects.
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Memory Test
Miss P’s results of the Rivermead Behavioural Memory Test showed that she had 
difficulty remembering faces and names. However, her total score was within the 
normal range for her age.
Depression
Miss P scored a total of 8 on the (BASDEC). She was therefore within the clinical 
range for depression.
Discussion
Miss P’s results show marked difficulties with executive tasks such as switching set 
and inhibiting her standard responses. This is in accordance with the perseveration 
reported by staff and could not be fully accounted for by slow processing speed.
Miss P showed deficits in object and space perception that could not be accounted for 
by visual field deficits or inattention. This may have influenced some, but not all of 
the tasks relating to executive functioning. Depression may mediate some of the 
difficulties experienced by Miss P. There were no characteristic inconsistencies 
across test results evident in people with depression. Miss P remained motivated and 
engaged in the tasks. Her memory functioning was unlikely to significantly interfere 
with her results of other assessments.
Summary and recommendations
Miss P shows deficits with executive functioning, working memory and object and 
space recognition. Low mood and slow processing speed may exacerbate these 
difficulties.
Future rehabilitation may require instructions for new sequences of actions to be 
phrased in small, discreet steps. She is likely to require plenty of time to process 
information and formulate responses and unfamiliar environments are likely to 
exacerbate her difficulties. This will prevent Miss P returning to her previous level of 
activity. Her mood may require close monitoring, as this may impact on motivation, 
memory and concentration and may negatively impact on her rehabilitation.
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Critique
The screening of Miss P’s mood using the BASDEC did not give a reliable indication 
of the severity of her symptoms. The VOSP and the Balloon Test did not have age 
appropriate norms. The number of tests and the length of the assessment may have 
been detrimental to Miss P’s results. However, she did not report being distracted 
during testing. Miss P may have recovered further after the assessment, given the 
relatively short period of time since her stroke.
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Summary of Placements 
Adult Mental Health Placement
Community Mental Health Team 
October 2000- March 2001 Number of placement days=68
Outline of Placement
This was based in an outpatient service, working with a multidisciplinary team, 
including Psychiatrists, Occupational therapists and CPN’s. There was also a link to a 
local Psychiatric ward, as clients were often referred to the CMHT on discharge from 
this ward.
Tvpe of work undertaken
Psychological intervention was predominantly through a CBT model. Behavioural and 
DBT skills were also utilised.
= 13 
=  12
= 8 (this included CBT treatment for depression, 
Bipolar disorder, OCD and panic disorder)
=1
Total number of clients seen 
Total number of assessments 
Total number of interventions
Cognitive assessments
Courses and Training
2 day DBT workshop on Borderline Personality Disorder run by the Behaviour 
Technology Transfer group from Seattle.
Psychiatric case presentation.
Day conference on family therapy with chronic depression.
Meetings
Morning business meeting, incorporating feeding back clinical work to the MDT. 
Ward round at psychiatric hospital, team meetings, referral and CPA meetings. I 
observed my supervisor and other members of the MDT as part of my induction.
Research and organisations work
My SRRP was conducted on this placement and results were fed back to the team.
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Learning disabilities placement
Community Learning Disability Team
April 2001 - September 2001 Number of placement days=63
Outline of Placement
This was based in an outpatient service, working with a multidisciplinary team, 
including Psychiatrists, Occupational therapists and CPN’s and care assistants. There 
was also a link to an Inpatient Assessment Unit.
Tvpe of work undertaken
Systemic, Behavioural and CBT approaches were used on this placement.
Total number of clients seen =10
Total number of assessments = 7
Total number of interventions = 6 (this included CBT for anger management,
behavioural treatment and systemic approaches 
with carers for managing problem behaviours 
Cognitive assessments = 3
Course and training
Trust wide departmental training day involving case presentations from different 
specialties.
Teaching/ presentation
I helped run a training day with my supervisor on Functional analysis for care staff in 
a residential home. I presented a distinct section on techniques for monitoring 
behaviour and set appropriate group tasks to exemplify the material presented.
Meetings and observations
MDT and referral meetings. Meetings for the Learning disability specialty and trust 
wide psychology meetings. I had the opportunity to observe my supervisor and 
shadow other members of the MDT as part of my induction.
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Child and Family Mental Health Team. 
October 2001- March 2002
Summary o f  placements
Number of placement days= 63
Outline of Placement
This was based in an outpatient clinic, working with a multidisciplinary team, 
including Educational Psychologists, Psychiatrists, Social Workers, CPN’s and an Art 
Therapist. The clients I had contact with ranged from 2-16 years old. Work involved 
direct contact with children, their families and other professionals.
Tvpe of work undertaken
Systemic, Solution focused and CBT and client centred approaches were used.
Total number of clients seen 
Total number of assessments 
Total number of interventions
Cognitive assessments
= 16 
=  12
= 6 (this included solution focused work for 
phobia, CBT for panic disorder and depression, 
systemic approaches and a client centred 
approach for interpersonal difficulties.
= 3
Course and training
A one day conference on interventions with individuals with Asperger Disorder run by 
the Association of Child Psychology and Psychiatry.
Meetings and visits
I attended MDT meetings and a joint CAHMS team meeting concerning service 
development for children across the age groups. I visited an inpatient Adolescent 
Psychiatric unit and local primary schools and schools for children with special needs. 
As part of my induction, I met with other team members to discuss their role.
Presentations
My major research project on personal construct psychology for individuals with 
asperger disorder was based at this service and was presented to Psychology team.
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Specialist Eating Disorder Placement
Eating Disorder Unit,
April 2002- Sept 2002 Total number of Placement days= 69.
Outline of Placement
This was based in an outpatient and day patient service and an outpatient clinic in a 
separate service working with adults with anorexia or bulimia. The MDT of this 
tertiary service include. Psychiatrists, Nurses, and Dieticians. I also liaised with other 
services such as CMHTs, Drug and Alcohol services and Social Services.
Tvpe of work undertaken
Motivational work and CBT were used on this placement.
Total number of clients seen =10
Total number of assessments =10
Total number of interventions = 5(this included CBT and motivational
interviewing for Bulimia and Anorexia.
Groups = co-facilitated an 8 session self esteem group
based on CBT principles for 4-5 outpatients.
Also ran a 2 session of psycho-education group 
for Day patients covering personal constructs 
using repertory grid assessments.
Course and training
In-house training sessions on antipsychotic medication given by a Consultant 
Psychiatrist, and a session on Anger in Bulimia, given by a Clinical Psychologist.
Teaching/ presentation
I presented to the MDT on personal construct psychology and eating disorders. 
Meetings and visits
I attended MDT and referral meetings, day patient reviews and group supervision.
My induction involved meeting MDT team members to gain an understanding of their 
roles in the service. I also visited an inpatient eating disorders unit.
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Older Adults Placement
Elderly and Stroke Ward
October, 2002- March 2003 Total number of Placement days= 62.
Outline of Placement
This was based in an inpatient stroke unit and an elderly unit as well as a day hospital. 
I worked with clients from 65-89 years old. The MDT included. Psychiatrists, Nurses, 
Care workers. Occupational Therapists and Physiotherapists and Social Workers. I 
also liaised with other voluntary services such as the Stroke Association.
Tvne of work undertaken
CBT, behavioural and systemic approaches were used on this placement.
Total number of clients seen =10
Total number of assessments =10
Total number of interventions = 6(this included CBT for depression and
behavioural approaches to relaxation. Systemic 
approaches were used with carers)
Groups =I facilitated 2 Parkinsons groups, focusing on
coping with change and relaxation.
Course and training
I attended training seminars on abuse of vulnerable adults and fear of falling in the 
elderly.
Teaching/ presentation
I presented to the psychology team on self concepts following a stroke.
Meetings and visits
I attended MDT and referral meetings and day patient reviews and contributed to 
monthly psychology meetings for the elderly specialty. Visits included the Alzheimers 
Association day service and the EMI ward. My induction involved meeting with MDT 
team members to gain an understanding of their roles in the service.
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Specialist Community Rehabilitation Placement
Community Rehab teams
April 2003- September 2003 Number of days on placement=61
Outline of Placement
This placement involved working with two Community rehabilitation teams for 
people with physical or neurological difficulties. The MDT included, Occupational 
Therapists and Physiotherapists. I also liaised with other agencies such as Social 
Services and the Stroke Association and day services for people with head injuries.
Tvne of work undertaken
CBT, systemic and behavioural approaches were used on this placement.
Total number of clients seen = 8
Total number of assessments = 7
Total number of interventions = 4 (this included CBT and behavioural work for
anxiety. Systemic approaches were used with 
carers)
Groups = I facilitated an ABI group with a
Clinical Psychologist and a social worker.
Course and training
I attended an open day for Neuropsychological peer supervision group, presenting on 
cultural issues in neuropsychological testing and a case presentation.
Meetings
I attended planning meetings for the Rehabilitation teams and review meetings for 
ABI services and trust wide psychology meetings and systemic forum.
Research and audit
I planned and implemented a project to map the care pathway of client’s with 
Parkinson’s disease as a means of monitoring any overlap in service provision.
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An Exploratory study into the prevalence and treatment of 
personality disorders in a Community Mental Health Tpiam.
Year 1, 2001
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Abstract
Title
An exploratory study into the prevalence and treatment of personality disorder in a 
Community Mental Health Team.
Aims
This study aims to investigate the prevalence of personality disorder and the treatment 
received by clients with this diagnosis in a Community Mental Health Team (CMHT). 
This will assist in the planning of care and generate further relevant research 
questions. This study will also provide a baseline for further research.
Participants and procedure
Individuals were identified by their keyworker as having a personality disorder. 
Information was gathered from client’s multidisciplinary notes using a schedule of 
research questions covering information on the clients’ diagnosis, treatment and risk.
Results
A total of 21 clients were identified a having a personality disorder by their 
keyworker. 12 (57%) had a diagnosis evident in their notes. Most of the clients had 
other mental health diagnoses. The overall profile of risk was low, as was the risk of 
death from previous suicidal acts. The majority of clients received psychiatric 
medication and one third received psychological therapy.
Conclusion
The prevalence of personality disorder in this CMHT is comparable with other studies 
in the community. Possible issues concerning standardisation of diagnosis for 
personality disorder and team member’s perceptions of this diagnostic category may 
be important areas for further research and may be influential in the planning of 
treatment for this client group.
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Introduction
Personality disorder has been defined as “deeply ingrained and enduring behaviour 
patterns, manifesting themselves as inflexible responses to a broad range of personal and 
social situations” (World Health Organisation, 1992) (see appendix A for ICD-10 criteria 
for Personality disorders). The theoretical basis of this diagnosis and its clinical 
application have proved contentious (Farmer, 2000). The consistency and reliability of 
this diagnosis are exacerbated by varying criteria and methods of assessment and appear 
to he generally under-diagnosed by GP’s and Psychiatrists (Casey and Tyrer, 1990). 
However, personality disorder has been shown to be a useful diagnosis that may give an 
indication of treatment outcomes (Tyrer, Manley, Van Horn, Leddy and Ukoumunne, 
2000).
Prevalence has been placed at between 4-13% of the general population in the UK 
(Weissman, 1993). The high profile diagnoses of personality disorder appear to be 
antisocial and borderline categories. Antisocial personality disorder has been extensively 
researched and is the only diagnosis based on empirical evidence (Hare, Clark, Grann and 
Thornton, 2000). This relates to impulsive, remorseless and antisocial behaviour. The 
diagnosis of borderline personality disorder is among the more prevalent of the 
personality disorders likely to be seen by mental health professionals (Loranger, 1990). 
This is indicative of “Chronic feelings of emptiness, recurrent threats or acts of self 
harm, liability to become involved in intense, unstable relationships, disturbances and 
uncertainties in self image, aims and internal preferences.” (ICD-10, WHO, 1992). There 
has been found to be a gender bias in diagnosis, with more females being considered as 
borderline and males as antisocial (Simmons, 1992).
Personality disorder has been considered in the past to be untreatable and may be a 
pejorative label that may lead the client to be excluded from services (Lewis and 
Appleby, 1988). These clients may present at times of crisis and often fail to engage in 
services. Subsequently they have a reputation as difficult clients, disliked by
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professionals because “they make it impossible to achieve or maintain an ordinary clinical 
focus” (Norton, 1996 p 202).
However there are several treatment approaches which have proved to have a positive 
outcome for this client group and can be based in the community. Dialectical Behaviour 
Therapy (DBT)(Linehen, 1993) and Cognitive Analytic Therapy (Ryle, 1995) have 
proved effective for clients with borderline personality disorder (Linehan, Tutek, Heard 
and Armstrong, 1995; Ryle, Leighton and Pollock, 1997). The inpatient therapeutic 
community milieu (for example the Henderson Hospital) has proved effective for a range 
of personality disordered clients including those with a diagnosis of antisocial personality 
disorder (Dolan, Evans and Wilson, 1992; Dolan, Warren and Norton, 1997; Copas, 
O’Brain, Roberts and Whiteley, 1984). These treatments generally involve a consistent 
and boundaried approach with a focus on the therapeutic relationships. There are a 
growing number of outreach services for personality disordered clients within the 
community, including one by the Henderson Hospital (Morant, Dolan, Fainman and 
Hilton, 1999).
An important component of therapeutic contact with personality disordered clients is the 
management of their risk to themselves or others. This may include drug and alcohol 
misuse and forensic history.
Borderline personality disordered clients have been shown to have a 70-75% change of 
engaging in suicidal or self-harm activities (Clarkin, Widiger, Frances, Hurt and Gilmore, 
1983). Previous research on risk behaviours of clients with a severe personality disorder 
(Morant, et al. 1999) found that within the previous twelve months, 66% engaged in self- 
mutilation, 39% had attempted suicide, 45% had abused drugs and 45% misused alcohol. 
Similar figures are gained from a profile of severe personality disordered clients admitted 
as inpatients to the Henderson Hospital, although previous suicide attempts are higher 
than in the outpatient sample (Norton, 1992).
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Personality disordered clients have been highlighted as heavy service users of community 
mental heath services (Kent, Fogarty and Yellowless, 1995). Research relating to clients 
with a severe personality disorder referred to the Henderson Hospital ( Dolan, Warren, 
Menzies and Norton, 1996) showed that within one year prior to treatment, 81 % of 
clients had an inpatient admission and 50% had outpatient treatment. There is limited 
research into the current and past treatment received by personality disordered clients or 
a profile of this client groups’ risk history in a Community Mental Health Team (CMHT) 
setting. Similarly there are no set audit standards specific to the treatment and 
management of this client group in a CMHT.
The service in which this project is focused currently runs a DBT group for borderline 
personality disordered clients. This has highlighted the need for an evaluation of clients 
with a personality disorder within the service that incorporates their current and previous 
treatment and their risk status. This should prove useful information that could aid the 
planning of future care, and consolidate treatment approaches proven to be effective with 
this client group. It may also highlight areas for development of future audit standards for 
the treatment of personality disordered clients. Similarly, a baseline from which to 
measure change would be useful for future research concerning this client group and 
could generate further research questions, which may inform clinical practice.
Aims of this project
This project aims to outline the prevalence of personality disorder and its treatment in a 
CMHT in order to assist the planning of care for this client group. This will generate 
further relevant research questions and provide a baseline for future research.
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Method.
Setting
The CMHT from which this information was gathered has a caseload of 353 clients. The 
team consists of one Consultant Psychiatrist, an Associate Specialist and a Senior House 
Officer, two Psychologists, four Community Psychiatric Nurses (CPN), an Occupational 
Therapist and three Social Workers.
Ethical approval was gained from the relevant committee via chairman’s action (see 
appendix B). Arrangements were made to feed results back to the team (see appendix C).
Identification of cases
Personality disordered clients were identified via their keyworkers, who were asked to 
provide a list of all their clients with this diagnosis. This was considered the most 
effective method of gathering information as there was no formal summary of diagnosis 
of clients in the team that was likely to be as reliable. In order to minimise the chance of 
missing relevant clients, keyworkers were asked to include clients who they felt fell into 
this category, even if they were unsure whether a formal diagnosis of personality disorder 
had been given. This relied more on keyworkers’ clinical judgement rather than memory 
of a specific detail of their client. Only clients who were on the keyworkers’ caseload at 
the time of data collection were included. Each client was given a research code to 
maintain confidentiality of information after data collection.
Procedure
Information was gathered from the clients’ notes held in the CMHT base over a four 
week period. These notes are utilised by all the disciplines within the CMHT. However, 
five clients were receiving inpatient treatment at the time of data collection. As they 
remained on the CMHT caseload, it was considered appropriate to include them in the 
data collection and their notes were accessed from the ward. The review of each case 
history took approximately an hour.
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Development of a structured information gathering tool.
Information was gathered from the clients’ multidisciplinary notes via a structured 
protocol of questions (see appendix D). The development of this protocol was based on 
research literature and discussions with research supervisors and members of the CMHT 
regarding useful information to gather. The information concerning whether the client 
had a formal diagnosis of personality disorder was obtained from their notes.
Demographic information was gathered on each client. Current risk and risk history was 
gathered from each clients’ risk assessment schedules in their notes. This included risk to 
others and self as well as risk of alcohol or drug abuse. In order to gauge the severity of 
previous risk to self, a component of the Parasuicide History Interview (Linehan Training 
Group, 2000) was used. This is an non-standardised schedule of questions that include a 
measure of risk of death from suicidal acts rated from ‘very low risk’ to ‘severe’. (See 
appendix E for criteria). Information on current treatment was gathered from the current 
care plan. Previous treatment information was gathered from past reports filed within the 
clients’ multidisciplinary notes.
Analysis
The data was presented descriptively. Results were generally not tested statistically 
because the small numbers involved in this study prevent meaningful statistical 
interpretation. In instances where differences between subgroups in the data appeared 
large, appropriate analysis was completed, however, results were interpreted with caution.
Results
A total of twenty-one clients were identified by their keyworkers as having a personality 
disorder. This is 5.95% of the total number of outpatients at this CMHT. Twelve out of 
these twenty-one clients (57%) had a diagnosis of personality disorder evident in their 
medical notes, this is 3.4% of the total number of outpatients at this CMHT. Results are 
presented on the full sample of clients identified by their keyworkers, as are the
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subgroups of clients with and without a diagnosis of personality disorder in their 
multidisciplinary notes.
Client demographic profile.
Descriptive information of the sample is presented in table 1.
Table 1 Demographic information on clients with and without a diagnosis o f personality disorder.
12 clients with a 
diagnosed personality 
disorder
9 clients without a 
diagnosis of 
personality disorder
Total of 21 
clients
Age (mean and median) Mean=37 yrs 1 mth 
Median=34yrs 6mths 
Sd=10yrs 2mths
Mean=39 yrs 3 mths 
Median=41 yrs 
Sd=llyrs
Mean=38yrs 
Median=38yrs 
Sd=10yrs 4mths
Number of females 10 (83%) 8 (89%) 18 (86%)
Number of Males 2 (17%) 1(11%) 3 (14%)
Number employed 4 (33%) 3 (33%) 7 (33%)
Ethnic group- White 11 (92%) 8 (89%) 19 (90%)
Other 1 (8%) 1 (11%) 2 (10%)
Children under 16 4 (33%) 6 (67%) 10 (48%)
Number currently married 4 (33%) 3 (33%) 7 (33%)
Number in long term 
relationship and/ or employed
6 (50%) 6 (67%) 12 (57%)
Contact with psvchiatric services
Age at first contact with psychiatric services and number of clients previously referred to 
this CMHT, length of current referral and previous and current mental health act status 
are summarised in table 2. The professions of the keyworkers are summarised in Figure 
1.
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Table 2. Contact with psychiatric services for clients in the sample, with and without a
diagnosis of personality disorder
12 clients with a 
diagnosed 
personality disorder
9 clients without a 
diagnosis of 
personality disorder
Total of 21 clients
Age at first contact with 
Psychiatric services.
Mean=22yrs llmths 
Median=20yrs 
Sd=10yrs 9 mths
Mean=20yrs 3mths 
Median=19yrs 
Sd=5yrs llmths
Mean=21yrs 9mnths 
Median=20 yrs 
Sd=8 yrs lOmths
Length of current referral Mean=2yrs 6mths 
Median=2 yrs 2 mths 
Sd=2 yrs
Mean=2 yrs 7mths 
Median=lyr lOmths 
Sd=2yrs 3 mths
Mean= 2yrs 6mths 
Median=l yr llm ths 
Sd=2yrs
Previous referrals to the team 6 (50%) 0(0%) 6(21%)
Currently on a section of the 
Mental Health Act
1(8%) 2 (22%) 3 (14%)
Previously on section of the 
Mental Health Act
4 (33%) 2 (22%) 6 (28%)
A Fishers Exact test was completed to determine whether having a previous referral to the 
team was significantly different between clients with and without a diagnosis of 
personality disorder in their notes. This is shown in table 3.
Table 3 Table showing number of clients who had previous referral to the team for 
clients with and without a diagnosis of personality disorder in their notes
12 clients with a 
diagnosed personality 
disorder
9 clients without a diagnosis 
of personality disorder
First referral to team 6 9
More than one 
referral to team
6 0
Using a 2 tailed test, % = 6.3, df=l, p=0Pl9. This shows a significant difference at P< 
0.05 level.
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Figure 1. Bar graph showing profession of keyworkers for clients with and without a
diagnosis of personality disorder.
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Diagnoses
The number of mental health diagnoses are summarised in figure 2 and the number of 
clients with specific mental health diagnoses is summarised in table 4
Figure 2. Number of mental health diagnoses for clients with and without a 
diagnosis of Personality disorder.
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Table 4. Type of mental health diagnoses for clients with and without a diagnosis of
personality disorder.
12 clients with a 
diagnosed personality 
disorder
9 clients without a 
diagnosis of 
personality disorder
Total of 21 clients
Depression 4(33%) 4 (44%) 8 (38%)
Bipolar depression 2 (17%) 4 (44%) 6 (29%)
Anxiety 0 (0%) 3 (33%) 3 (14%)
Schizophrenia / 
psychosis
2 (17%) 1(11%) 3 (14%)
Other 2 (17%) 1(11%) 2 (14%)
No other diagnosis 5 (42%) 0 5 (24%)
Of the twelve clients with a formal diagnosis, one client had two personality disorders 
diagnosed.
Figure 3. Pie chart of the personality disorders diagnosed
4(31%) 5 (38%)
Unspecified Borderline PD
Antisocial 
1 ( 8 % ^ 0 ^ g Hystei1cal|
2(15%)
Dependent 
1 (8 %)
Current Risk
Current risk is summarised in figure 4
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Figure 4. Graph showing current risk status for clients with and without a diagnosis of
personality disorder.
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Risk history
Risk history is summarised in Figure 5. Figure 6 summarises risk of death from suicidal 
behaviour, including self-harm.
Figure 5. Chart of previous risk behaviours for clients with and without a diagnosis of 
personality disorder
□ 12 clients with PD diagnosed
□ 9 clients with no Pd Diagnosed
8 (67%) 8(89%)
6(50%)
5 (42%) 5(42%) 5(56%) 5(42%)
2(22%)
5(42%)
5(53%r 3(33%)
self muilation suicide attempt other se lf injury Harm to others Alcohol/drug abuse Suicidal thoughts
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The percentages in this graph relate to either the total number of people with or without a 
diagnosis of personality disorder in their notes. Clients may be in more than one risk 
category.
Figure 6. Chart showing the risk from most serious suicide/ self harm attempt for 
clients with and without a diagnosis of personality disorder.
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Current treatment
The number of professionals involved in each client’s care is summarised in table 5. The 
current treatment received is summarised in figure 7.
Table 5. Number of professionals currently involved in care of clients with and 
without a diagnosis of personality disorder.
12 clients with a 
diagnosed 
personality disorder
9 clients without a 
diagnosis of personality 
disorder
Total of 21 clients
Average number of 
professionals involved 
in care
Mean=2 
Median=2 
Sd= .87
Mean=2.57
Median=2
Sd=1.27
Mean=2.25
Median=2
Sd=1.06
1 professional 3 (25%) 1 (11%) 4 (19%0
2 professionals 3 (25%) 3 (33%) 6 (29%)
3 professionals 3 (25%) 2 (22%) 5 (24%)
4 or more professionals 0 (0%) 1(11%) 1(5%)
Inpatient ward staff 3 (25%) 2 (22%) 5 (24%)
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Figure 7. Chart of current treatment for clients with and without a formal diagnosis of
personality disorder.
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Previous treatment.
This is particularly unreliable, as information on previous treatment may be unknown to 
the team or be held in the notes of other professionals not linked to this CMHT. 
Information on inpatient admissions is summarised in table 6. No information is given 
concerning number of previous outpatient appointments or visits to accident and 
emergency as this information was generally too incomplete in the multidisciplinary 
notes. The information on previous types of treatment received is summarised in figure
Table 6. Inpatient treatment for clients with and without a diagnosis of personality 
disorder
12 clients with a 
diagnosed personality 
disorder
9 clients without a 
diagnosis of 
personality disorder
Total of 21 clients
Inpatient admissions Mean=3.7 Mean=2.8 Mean=3.7
Median=l Median=2 Median=l
Sd= 5.4 Sd=4.18 Sd=4.86
Mode =0 Mode = 0 Mode =0
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Figure 8. Previous treatment for clients with and without a diagnosis of personality
disorder.
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Discussion
Demographic information
A greater proportion of females in this sample were identified by keyworkers as having a 
personality disorder. This is consistent with research that shows gender differences in 
personality disorder diagnosis (Simmons, 1992). The ethnic origin of the clients in this 
study is in keeping with that of the outpatient group as a whole, as there are few referrals 
of people from an ethnic minority.
Twelve out of the twenty one clients (57%) were in paid employment and /or were in a 
long term relationship. This suggests that the profile of this sample group may function 
more highly than expected given the definition of having “inflexible responses to a broad 
range of personal and social situations” (ICD-10, WHO, 1992). There is little information 
in this study about the quality of these social environments and the individual’s ability to 
function within the relationships that are entailed. This poses interesting questions for 
further research.
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The diagnosis of personality disorder.
The number of clients identified by their keyworker as having a diagnosis of personality 
disorder is consistent with other studies on prevalence rates for the general population 
(Weissman, 1993). A considerable proportion (43%) of the clients in this sample who 
are considered by professionals to have a personality disorder do not have a diagnosis in 
their notes. There is also a proportion of individuals who were considered to have a 
personality disorder without further specification. There does not appear to be a 
relationship between the type of professionals involved in the client’s care and a 
diagnosis of personality disorder being present in the notes. This highlights the need for 
accurate diagnosis, perhaps use of a specific questionnaire, such as the Borderline 
Syndrome Index (Conte, Plutchik and Karasu and Jarrett, 1980). This is a fifty- two item 
self report questionnaire.
There may be a reluctance to diagnose personality disorder due to the negative view of 
clients with this label and the negative impact this may have on the service they are 
offered in the future (Marlowe and Sugarman, 1997). The attitudes of professionals to the 
diagnosis of personality disorder may be an interesting area for further study.
Differences between clients with and without a diagnosis of personality disorder. 
Differences between these two groups are marginal. They are approximately the same 
age and utilise roughly the same services, although the sample is too small to test this 
statistically. Clients with a diagnosis of personality disorder in their notes were 
significantly more likely to have had a previous referral to the team with 6 (50 %) being 
re-referred compared to none of the clients without a personality disorder in their notes. 
Future research is needed to confirm this through hypothesis testing using planned 
statistical comparisons.
Another difference between these two group is that the clients with a diagnosis of 
personality disorder appear to have a greater proportion of self injurious behaviour that is 
not suicidal. This may relate to the number of clients with a diagnosis of borderline
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personality disorder, for which self harm is a component (see appendix A). There were 
little differences in the percentages of clients who had attempted suicide or had suicidal 
thoughts.
Risk
Low levels of current risk (76% of clients in this study) suggest that this client group are 
not as high risk as research suggests from specialist outpatient services for people with 
severe personality disorder. The statistics given by Morant et. al (1990) relate to a twelve 
month period and infers higher levels of current risk status than is shown in the care plans 
of clients from this CMHT. However this is only an inference and there are five 
individuals (24%) in this current study who are considered to be at a moderate to severe 
risk. These results may be confounded by the prevalence of other disorders such as 
depression and psychosis, for which risk to self may also be an issue.
Clients’ previous history suggests a low level of risk of death from previous self injury or 
suicide attempt (62% of clients in this study) although the method of assessing this is not 
standardised and it is difficult to measure the accuracy of the information present in 
clients notes. The number of clients engaging in self-injurious acts in this sample is 
comparable to the 70-75% observed in borderline patients by Clarkin et al. (1983). 
However, the diagnosic composition of the clients in this study differs significantly.
Treatment
There is a greater use of medication with this client group than there is psychological 
therapies. More information concerning the type of medication prescribed would be 
useful in interpreting this result as this is likely to reflect the range of other mental health 
difficulties diagnosed in this sample. Eight clients received therapy from a Psychologist. 
Nine clients (43%) receive treatment from a CPN, and this may involve some counselling 
input, however, more detailed analysis of this is required.
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The diagnosis of personality disorder should feed into well planned treatment that has 
been proved to be effective, such as a DBT group. The majority of the clients in this 
study have other mental health diagnoses, therefore, personality disorder may not be 
treated independently or directly. However, issues of stable therapeutic relationships with 
clear communication and realistic expectations will remain important (Marlow and 
Sugarman 1997). This may be an area where development of audit standards could be 
useful to ensure the treatment of other disorders takes into consideration the influence that 
personality disorder may have on the therapeutic process and outcome. This current 
study did not measure the content of the therapy received by clients in this CMHT, or the 
therapeutic relationships with their keyworker or therapist and this will be another 
interesting area for further research.
Limitations of this studv.
The method of identifying clients who have a personality disorder may be unreliable, as it 
is based on keyworkers memory of their caseload. Similarly, each professional may have 
an idiosyncratic concept of what may constitute a personality disorder which may greatly 
influence the type and number of clients they identified in this study. It may be that this 
study reflects this CMHT’s perception of the individuals identified, as clients who are 
more difficult to work with on an interpersonal basis rather than fitting formal diagnostic 
criteria for personality disorder. This could be explored in future studies through in-depth 
interviews with the professionals involved. The current DBT group that is being run in 
this team, may have generated a greater awareness of personality disorder through staff 
training and referral processes within the service. This could be clarified by comparisons 
with other CMHTs.
It is possible that the DBT group running during this study may have influenced the 
results of this project, which may make this an unreliable base line. For example, more 
clients may be currently receiving psychological therapies than normally occur within this 
team. This is dependant on whether the DBT group re-runs at the time of any future
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Study of personality disorders within this team. Comparisons with other CMHTs may 
clarify the impact of this therapy on the results of this study.
There may be difficulty gaining reliable information from the clients’ notes. There was 
little way of monitoring what may not be present in the notes. Also, no inter-rater 
reliability on the data collection was obtained. Further studies may consider using a 
second person to gather information from a subset of the total files in order to estimate of 
the reliability of the schedule of research questions used in this study.
Conclusion
The prevalence of personality disorder in this CMHT was comparable to that of other 
studies. However, there is a proportion of clients who are considered to have a 
personality disorder but without a diagnosis in their multidisciplinary notes. This raises 
interesting questions about how the diagnostic process may be standardised and what the 
team’s perceptions are of personality disorder and its diagnosis.
The investigation of the treatment and management of personality disordered clients in 
this CMHT showed that the profile of risk is generally lower than those of specialist 
personality disorder services. The clients in this study generally presented with a range of 
other mental health diagnoses. This suggests that it is unlikely that personality disorder is 
being treated independently and this has implications for planning care to recognise the 
impact of personality disorder on the therapeutic process and outcome. Further study of 
the content of therapy and the therapeutic relationships involved would further the 
understanding of current treatment of this client group in a CMHT. The information 
gathered will be useful for a baseline for further research to inform this CMHT’s clinical 
practice in a generally under-researched area of community based mental health.
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Appendix A
Criteria for personality disorder from ICD-10 classification of Mental and Behavioural 
Disorders, (Who, 1992)
1 There is evidence that the individuals characteristic and enduring patterns of inner 
experience and behaviour as a whole deviate markedly from the culturally expected and accepted 
range. Such deviations must be manifest in more than one of the following areas:
(1) cognition (i.e. ways of perceiving and interpreting things, people and events; 
forming attitudes and images of self and others).
(2) affectivity (range, intensity and appropriateness of emotional arousal and 
responses)
(3) control over impulses and gratification of needs.
(4) Manner of relating to others and of handling interpersonal situations.
2 th e  deviation must manifest itself pervasively as behaviour that is inflexible, maladaptive 
or otherwise dysfunctional across a broad range of personal and social situations (i.e. not being 
limited to one specific ‘triggering’ stimulus or situation).
3 There is personal distress, or adverse impact on the social environment, or both, clearly 
attributable to the behaviour referred to in criterion 2.
4 There must be evidence that the deviation is stable and of long duration, having its onset 
in late childhood or adolescence.
5 The deviation cannot be explained as a manifestation or consequence of other adult 
mental disorders, although episodic or chronic conditions may co-exist with or be superimposed 
upon the deviation.
137
Sendee related research project
6 Organic brain disease, injury or dysfunction must be excluded as the possible cause of the
deviation.
Criteria for subcategories identified in this studv 
Borderline PD
A The general criteria for personality disorder must be met.
B At least two of the following symptoms must be met:
1)a marked tendency to act unexpectedly and without consideration of the consequences;
2)Marked tendency to quarrelsome behaviour and to conflicts with others, especially 
when impulsive acts are thwarted or criticized;
3)Liability to outbursts of anger or violence, with inability to control the resulting 
behavioural explosions;
4)Difficulty in maintaining any course of action that offers no immediate reward;
5)unstable and capricious mood.
C At least two of the following must be met:
1)disturbances in and uncertainty about self-image, aims and internal preferences 
(including sexual);
2)Liability to become involved in intense and unstable relationships, often leading to 
emotional crises;
3)excessive efforts to avoid abandonment;
4)recurrent threats or acts of self harm.
5)chronic feelings of emptiness.
Dependent personalitv disorder
A The general criteria for personality disorder must be met.
B At least four of the following must be present.
1)encouraging or allowing others to make most of one’s important life decisions;
2)subordination of one’s own needs to those of others on whom one is dependent, and 
undue compliance with their wishes;
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3)unwillingness to make even reasonable demands on the people one depends on.
4)Feeling uncomfortable or helpless when alone, because of exaggerated fears of inability 
to care for oneself;
5)Preoccupation with fears of being left to care for oneself;
6)limited capacity to take everyday decisions without an excessive amount of advice and 
reassurance from others.
Histrionic (Hvsterical) personalitv disorder
A The general criteria for personality disorder must be met.
B At least four of the following must be present:
1)self-dramatization, theatricality or exaggerated expression of emotions;
2)suggestibility (the individual is easily influenced by others or by circumstances);
3)shallow and labile affectivity;
4)continual seeking of excitement and activities in which the individual is the centre of 
attention;
5)inappropriate seductiveness in appearance or behaviour;
6)over concern with physical attractiveness.
Antisocial Personaltiv disorder
A. The general criteria for personality disorder must be met.
B. At least three of the following must be present:
1) Callous unconcern for the feelings of other;
2) gross and persistent attitude of irresponsibility and disregard for social norms, rules 
and obligations;
3) incapacity to maintain enduring relationships, though with no difficulty in 
establishing them;
4) very low tolerance to frustration and a low threshold for discharge of aggression, 
including violence.
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5) incapacity to experience guilt, or to profit from adverse experiences, particularly 
punishment.
6) marked proneness to blame others, or to offer plausible rationalisations for the 
behaviour that has brought the individual into conflict with society.
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Appendix B
/
f  Re: Exploratory study into care provision and diagnoses of clients with a 
 ^ Personality disorder in a Community Mental Health setting
Thai^ you for your fax of May 2001 giving the Consultant’s approval for access 
to client notes.
I am now happy to approve your study as Chairman’s Action. :
T Yours sincerely
Canon Ian Ainsworth-Smith 
Chairman
Local Research Ethics Committee
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M ental  Health NHS Trust
Appendix C
£
Tb,.
Fax:
10 August 2001
Trainee Clinical Psychologist
Dear- - -
I am writing on behalf of the team to thank you for coming to talk to us on Monday 23 July, 
to present feedback from your research project that you conducted here earlier this year. 
Your presentation was interesting and informative and it certainly provoked a lot of —  
discussion within the team, which is still continuing. Hopefully we will be able to use the 
information you collected to inform our clinical practice and make plans for future service 
provision as well as using it as a basis for further research.
Thank you again for all your effort and involvement with the team over the last year.
With best wishes
Senior Clinical Psychologist
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Appendix D
Research data collection form
Research no. age gender
m /f
Key Worker Team Date of current 
referral
Date of 1st contact with 
this CMHT
Date of 1st contact with 
psychiatric services
current MHA
status eg sections
previous MHA 
status
Ethnic origin Employed
yes/no
children <16 
...yes/no
Marital status 
single /married /divorced /widowed/ partner
Forensic history
yes/no
Current diagnosis
1 2 3 4 5 6
Previous diagnosis which does not agree with the current
Risk history (from CPA)
Current catagorisation of risk (from CPA)
Attempt at self-harm/suicide (coding most serious)
None, V Low, Low, Moderate, High, V high, Severe
Length of Previous admissions / contacts
Inpatient 1 2 3 4
A + E 1 2 3 4
Outpatient 1 2 3 4
Points in care plan to address current problems
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Number and Type of professionals involved in care, currently
Number and Type of professionals involved in care since this referral
Number and type of professionals involved in care since 1st contact with this CMHT
Current treatment - specify length
Medication
counseling
psychological (specif)
OT
group (which)
Specialist services
Other (which)
Previous treatment - specify length
Medication
counseling
psychological (specif)
OT
group (which)
Specialist services
Other (which)
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Appendix E
Question 29 on the Parasuicide Histoiy Interview. (Linehan Training Group, 2000)
Interviewer rates medical risk of death from parasuicide episode based on method and on other 
substances present at time e.g.
i) Very Low: Less than / equal to 5 pills (unless medication potentially lethal in low doses); 
scratches; reopening partially healed wounds; head banging, swallowing small, non-sharp objects, 
going undressed into cold for brief time, lying down at night in the middle of a non busy road but 
getting up when a car doesn’t come or swimming out to the middle of lake and returning upon 
getting tired.
ii) Low: Superficial cut on surface of limbs; 6-10 pills (or fewer if medication potentially lethal in 
low doses); cigarette bum(s), jumping feet first from very low place (less than ten feet).
iii) Moderate: Overdose on 11-50 pills, or two or more types of pills or 6-10 pills potentially lethal 
in low doses and combined with alcohol; deep cuts anywhere but neck, swallowing more than 12 
oz of shampoo or astringent, more than 2 oz. Lighter fluid, more than 4 this cleaning compounds, 
igniting flammable substances on limb.
iv) High: Overdose with over 50 piUs or 11-30 pÜls potentially lethal in low doses or combined 
with a large amount of alcohol, stabbing to body; pulling trigger of a loaded fun aimed at limb
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(arm or leg), swallowing more than 2 oz lighter fluid, more than 12 oz shampoo or astringent or 
more than 4 this cleaning compound, igniting flammable substance on multiple limbs and torso, 
walking into heavy traffic.
v) Very High. Overdose with over 30 pills lethal in small doses or combined with large amount of 
alcohol, poison (unless small amount not potentially lethal); attempted drowning; suffocation; deep 
cuts to the throat or limbs; jumping from low place (less than 20 feet), igniting flammable 
substance all over body, electrocution, throwing self in front of or from car going less than 30 
miles/hr, strangulation,
v) Severe: Pulling trigger of loaded gun aimed at vital area (such as torso or head); Russian 
roulette, jumping from a high place (more than 20 feet); hanging (feet above the ground); 
asphyxiation (such as carbon monoxide suffocation); jumping in front of automobile going faster 
than 30 miles/hr or off oveipass in rush hour traffic, attempted drowning afler ingesting alcohol or 
other drugs, swallowing nail polish remover, turpentine or similar substances.
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Abstract
People with asperger disorder (AS) and high functioning autism (HFA) have an 
increased chance of social isolation and referral to services due to mental health 
difficulties or challenging behaviour. Personal construct psychology (Kelly, 1955) 
applied through the repertory grid technique provides a method of understanding the 
individual’s perspective while maintaining a structured, task based approach that may 
not be hindered by the communication and interpersonal difficulties evident in people 
on the autistic spectrum.
This study aimed to investigate if the repertory grid approach could be used with boys 
diagnosed with AS or HFA. It was hypothesised that the AS and HFA children would 
exhibit a construct system that was tight and polarised, suggesting a rigid view of the 
world compared to children with ADHD. It was also hypothesised that the AS and 
HFA children would be less likely to chose constructs that related to mood, due to 
difficulties that this client group have in understanding the emotions of others. The 
AS and HFA group were considered more likely than the ADHD children to chose 
constructs that were based on physical appearance and preferences. No difference was 
expected between the groups on the grid measures of self esteem or social isolation.
A total of 32 children between 8-16 years old completed the assessment (15 in the AS 
and HFA group and 17 children with ADHD). There was no difference in age between 
the two groups (mean ages; AS + HFA group = 12.6 yrs, ADHD group=12.4 yrs) or 
verbal reasoning ability as measured by the similarities test of the British Ability Scale 
(mean T-score; AS and HFA group = 56.2, ADHD groups 54.5). The AS and HFA 
group were all able to complete the repertory grid assessment in under one hour. A 
description of two grids of children with AS gave an example of the possible 
information gained from this approach, which was consistent and elaborated on 
information from the child’s clinical notes.
There was no difference between the two groups on measures of tightness or 
polarisation in the grids and no difference between the measures of self esteem or 
social isolation. There was generally greater variability between individuals than
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between the groups, which is consistent with the personal aspect of Kelly’s construct 
theory. There was also no difference between the types of constructs elicited between 
the two groups with most children choosing constructs relating to personal and 
interpersonal attributes rather than emotion or physical appearance/preferences. These 
results may have been influenced by the use of a prompt sheet of words to assist with 
grid completion.
The results of the study require replication due to the small sample size. However, 
this study suggests that the repertory grid approach may be a clinically useful tool to 
gain a common understanding of the perception of the social world of AS and HFA 
children. Further research is required to assess the impact this approach may have on 
assessment, intervention and clinical outcomes of children in this client group.
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Introduction
Overview
Asperger syndrome (AS) and High Functioning Autism (HFA) are pervasive 
developmental disorders, affecting social relationships and communication, with 
intellectual development within the normal range.
Difficulties with social functioning observed in people with AS and HFA may impact 
on social development and mental health. This is particularly relevant to people 
under 16 years old, which is when the majority of this client group first have contact 
with mental health services. There has been minimal focus on how the AS or HFA 
individuals construe their social environment, and their role within it. Personal 
construct psychology using the repertory grid approach may be an appropriate tool to 
investigate this.
The first aim of the present study is to confirm whether personal construct 
psychology, using repertory grids can be effectively implemented with children with a 
diagnosis of AS or HFA. The second aim is to establish if there are any patterns 
evident in the repertory grids that may indicate how this client group organise their 
views of the world and themselves compared to another clinical sample who are not 
on the autistic spectrum.
AS and HFA are defined and the research into the consequences on daily functioning 
is outlined. Then personal construct theory is discussed and how this is measured 
through the repertory grid approach. Particular attention is paid to why this may be a 
relevant approach to people on the autistic spectrum and the specific aims and 
hypotheses of this study are described.
Asperger svndrome (AS)
AS was initially described by the Austrian Paediatrician Hans Asperger (1944, 
translated by Frith, 1991). His observations gained little attention until Lorna Wing 
(1981) refocused on his work. She described the main features of the disorder as 
including:-
-Lack of empathy and difficulties forming friendships
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-Difficulties with appropriate interactions including one sided conversation, repetitive, 
naive or pedantic speech and poor non verbal communication.
- intense interests in specific topics
- poor coordination and odd gait.
-average to above average intelligence.
Diagnostic criteria from DSM-IV (American Psychiatric Association, 1994) and the 
ICD-10 (World Health Organisation, 1989) (see Appendix A for an outline of these 
definitions) cover similar areas to those outlined by Wing (1981).
High Functioning Autism (HFA)
At approximately the same time that Hans Asperger was defining what he referred to 
as ‘autistic psychopathy’, Leo Kanner (1943, cited in Frith, 1991) defined autism as 
covering a similar range of symptoms but included people with a wider range of 
intellectual functioning. Autism was defined as a triad of impairments including social 
interaction, social communication and social imagination (Gould and Wing, 1979 cited 
in Aaron and Gittens;1999). See Appendix B for the DSMIV (American Psychiatric 
Association, 1994) and the ICD-IO (World Health Organisation, 1989) definitions of 
autism.
The autistic spectrum
Subsequent research has viewed autism as having a spectrum of severity, fading into 
characteristics of the general population (Wing, 1988). HFA refers to individuals who 
fit the diagnosis of autism and have intellectual functioning within the normal range 
for the general population. AS is viewed as a sub-category on the higher functioning 
end of the autistic spectrum (Frith, 1991).
Prevalence of AS and HFA
The prevalence of autistic spectrum disorders in preschool children has been 
suggested to be more than 60 per 10,000, (Wing and Potter, 2002). This is consistent 
with prevalence rates in the UK of 57 per 10,000 for autistic spectrum disorder in 5- 
11 year olds. This reduces to 33 per 10,000 in main stream school (Scott, Baron- 
Cohen, Bolton and Brayne, 2002). Generally a - V2 of the autistic children
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identified in studies of prevalence had an IQ over 70 (Kielinen, Linna and Moilanen, 
2000; Honda, Shimizu, Misumi and Niimi 1996). Fombonne and Tidmarsh, (2003) 
reviewed research on prevalence rates for AS and found a broad range of 0.3-48.4 per 
10,000 between studies. They suggest this variation may be due to differences in 
methodology between studies.
DSM-IV (American Psychiatric Association, 1994) report an increased risk of autistic 
spectrum disorder if this is present in another family member. There is less research 
on genetic factors in AS. Case studies of 6 children with AS and their families 
presented by Gillberg (1991) shows consistent evidence of genetic links across the 
autistic spectrum.
The ratio of males to females is approximately 4:1 for people with autistic spectrum 
disorder (Scott, Baron-Cohen, Bolton, and Brayne, 2002) and AS (Ehlers and 
Gillberg, 1993), although Gillberg, (1989, cited in Attwood, 1998) found that the 
gender ratio of referral for diagnostic assessment of AS increases to 10:1. This infers 
that less girls with this disorder are referred to clinicians. Attwood, (1998) suggests 
this may be due to gender differences in expression of social deficits and disruptive 
behaviour.
Differences between AS and HFA
There has been some debate about whether AS should be differentiated from HFA. 
DSM-IV (American Psychiatric Association, 1994) describe the AS individual as not 
having the delayed language learning that is evident in people with HFA. Klin and 
Volkmar (1997) suggest that the degree of obsessionality is more marked in 
individuals with AS compared to HFA, and that the interpersonal difficulties and 
abnormalities in motor functioning are less disturbed in the AS individuals. However 
these research findings are inconsistent. Ozonoff, South and Miller (2000) found 
differences in early developmental history between AS and HFA children, but limited 
evidence of differences in current symptoms and cognitive functioning.
In a review of the evidence in this area, Howlin (2000) concludes that there is as much 
evidence for the differentiation between these two diagnoses as there is against. The
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inconsistencies in the research in this area may be attributable to the varying 
diagnostic criteria and research methodology. Howlin (2000) points out that the 
criteria for diagnosis is open for interpretation, and is therefore ill defined for 
researchers and clinicians alike.
Many research studies have used both AS and HFA individuals as one unified client 
group. This recognises the similarities and avoids the difficulties with inconsistent 
diagnostic criteria when differentiating these two groups.
Profile of AS and HFA
Common areas of difficulties for people with AS and HFA are described below.
A) Lack of empathy
The limited ability of people with AS and HFA to identify thoughts and feelings in 
others has been referred to as ‘mind blindness’ (Baron-Cohen, 1990) and is evident in 
the poor performance on theory of mind tests (Bowler, 1992; Baron-Cohen, 1990). 
These widely used tests require the ability to comprehend the perspective of others as 
separate from self.
Older children and adults with AS have been found to pass relatively complex theory 
of mind tests. Klin (2000) proposes that this may be due to leamt strategies rather 
than the instinctive empathy of non-autistic individuals. Subtle theory of mind tasks 
have been developed where alternative cues and strategies can not confound results. 
Individuals with AS and HFA performed significantly worse than non-autistic 
spectrum disorder controls at describing mental states based on photographs of 
people’s eyes (Baron-Cohen, Wheelwright and Hill, 2001) and from recordings of 
dialogue (Rutherford, Baron-Cohen and Wheelwright. 2002).
Klin (2000) used cartoon animation of geometric shapes and confirmed that 
adolescents and adults with AS have difficulty extrapolating social meaning and 
understanding the actions and motives of characters in the story presented.. Myles and 
Simpson (2002) suggest that social skills in this client group are further exacerbated 
by difficulty understanding the implications of their own actions.
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Deficits in theory of mind are likely to impact on day to day functioning. Real life 
problem solving skills have been investigated in adolescents with AS compared to 
non-autistic spectrum disordered controls (Channon, Charman, Heap, Crawford and 
Rois, 2001). Responses to video taped situations that posed real life dilemmas 
showed that adolescents with AS gave more socially inappropriate responses that were 
generally of poorer quality.. They also required more prompts to recall relevant 
information.
Bowler (1992) suggested that individuals with AS may have knowledge of other 
people’s perspectives but have difficulty applying this effectively or understanding 
when this knowledge would be relevant. For example, they may be able to reiterate 
social rules, but may be unable to apply them adaptively to real life situations. Bowler 
(1992) links this to a lack of drive for central cohesion of information in people on the 
autistic spectrum. Shah and Frith (1993) suggest autistic individuals focus on specific 
rather than global aspects of a stimuli. Similarly, the heirarchization model (Mottron 
and Belleville, 1995) suggests that autistic individuals may not differentiate between 
global and specific aspects of stimuli. Both these models suggests that overall themes 
are not differentiated by people on the autistic spectrum. This is in accordance with 
the findings of Channon et al. (2001) where people with AS and HFA were more 
likely to focus on specific, irrelevant detail than non autistic controls.
This client group may also have difficulty providing order and relevance during 
information processing that may impact a range of skills including social 
communication as well as executive functioning tasks such as planning and 
sequencing (Ozonoff and Griffith, 2000).
B  L^.gua£e j^ d  cpnm
As with Wing’s definition outlined previously, Gillberg, (1991) specifies language 
difficulties for people with AS and HFA, including peculiar characteristics of the 
voice. This may be a reflection of the lack of understanding of the social meaning that 
can be implied through voice tone (Rutherford, Baron-Cohen and Wheelwright,
2002). Gillberg and Gillberg (1989) also highlight pedantic expressive language as
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well as literal interpretations of language that misunderstand implied meaning. 
Communication difficulties may be further restricted by the limited understanding of 
conversational skills such as turn taking (Myles and Simpson, 2002). Difficulties in 
these areas may become more pronounced as society expects social skills to improve 
as children get older.
Non verbal communication in people with AS and HFA also shows limited 
comprehension of what is appropriate and relevant. This includes inappropriate use of 
body language and limited eye contact, which would usually serve to punctuate 
conversation and indicate attention to the conversation of others (Baron-Cohen, 
Campbell, Karmiloff-Smith, Grant and Walker 1995).
AS and HFA individuals have difficulties with reading the social context of an 
interaction and specific social rules that may apply.. Wing (1981) reports that AS 
individuals have difficulty repairing breakdowns in communication as there is a 
tendency not to request clarification when information is misunderstood. This is 
likely to decrease the chances of individuals with AS and HFA having successful 
social interactions.. Therefore, individuals with a diagnosis on the autistic spectrum 
may have difficulty with the uncertainty that social communication presents. It is 
possible that this may explain self imposed predictability through idiosyncratic speech 
styles and repetitive behaviour patterns.
C  Social relationship^
People with AS and HFA have difficulty negotiating social relationships, possibly due 
to their lack of understanding of the social nuances that language can convey and 
difficulties in understanding the perspective of other people. Teenagers in this client 
group have been found to be more socially impaired than matched controls with 
conduct disorder, who may suffer similar social isolation (Green, Gilchrist, Burton 
and Cox, 2000).
Bauminger and Kasari (2000) found that children with HFA reported fewer 
friendships than non-autistic children. The autistic spectrum children were able to 
identify at least one friend, however, these friendships showed lower levels of
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companionship, security and help. These children reported feeling lonely and wanting 
social relationships with others, while having less understanding of the emotional 
aspects of friendship. Difficulty in developing adequate social competency impacts 
negatively on areas of the individuals adult life, including employment and the 
development of intimate personal relationships (Bernard, Harvey, Proctor and Prior, 
2001) and general quality of life in adulthood (Howlin and Goode, 2000, cited in 
Gutstein and Whitney, 2002).
D ........Over -specialised, interests
Obsessional hobbies in people with AS or HFA may be viewed by other people as an 
egocentric over involvement in specific interests where topics may preoccupy much of 
the individual’s time and predominate their conversation. There may be a minimal 
awareness that others do not share this interest.
This feature of obsessional interests in specific topics has generally been found to 
remain into adulthood (Piven, Harper, Palmer and Arndt, 1996) despite the possible 
distress caused to family members (Attwood, 1998). However there may also be areas 
of interest for which the individual excels and gains good self-esteem and academic 
acclaim (Grandin 1992 cited in Attwood, 1998). In his original description of the 
syndrome, Asperger (1944; translated by Frith, 1991) praised the independent 
thinking of the boys he studied.
People with AS and HFA are more likely to have superior skills in ‘folk physics’ 
(Baron- Cohen 2000, cited in Baron Cohen, 2002). This refers to skills relating to the 
physical world that are not explicitly taught, such as the ability to complete complex 
mental arithmetic, or to understand how pieces of electrical equipment work. There is 
also evidence to suggest that family members of individuals on the autistic spectrum 
are more likely to work as engineers or scientists (Wheelwright and Baron-Cohen, 
1998). This is relevant given the genetic component to autistic spectrum disorders..
E Cprprdinatipn Deficits
ICD-10 (WHO, 1989) and DSM-IV (American Psychiatric Association, 1994) 
identify some delay in early motor development of people on the autistic spectrum.
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including poor co-ordination and odd gait that can be maintained into adulthood. 
However the presence of this is not essential for diagnosis.
Neural imaging studies (El-Badri and Lewis, 1993 cited in Attwood 1998) have 
suggested that difficulties with motor functioning in this client group may be due to 
abnormalities in the cerebellum. This is a structure at the base of the brain regulating 
movement, muscle tone, speech and sensory modulation.
Difficulties with diagnostic criteria
The ICD-10 (WHO 1989)and DSM-IV (American Psychiatric Association, 1994) 
definitions of AS and HFA generally relate to the presentation of difficulties in 
children. This includes imaginative play and relationships with parents, and may not 
easily apply to older children and adults with this diagnosis. There are alternative 
diagnositic criteria given by Gillberg and Gillberg (1989) and Szatmari, Bremner and 
Nagy, (1989) that place less relevance on developmental history and may therefore be 
more useful in the diagnosis of adults. Inconsistencies may arise when people are 
classified using different criteria.
These definitions of AS and HFA require that intellectual functioning is within the 
normal range. However, as Howlin (2000) points out, there are no cut offs in these 
definitions to define average intellectual functioning, or any reference to what tools 
should be used to measure intelligence. There has been found to be some disparity in 
different subtest scores of the Wechsler Intelligence Scale for Children (Wechsler, 
1991) for individuals on the autistic spectrum (Klin, Volkmar, Sparrow, Cicchetti and 
Rourke (1995). The use of the full scale IQ score may therefore be less valid as a 
measure of general intellectual ability as it will only reflect an average of disparate 
scores (Kaufman and Lichtenberger, 2000).
Inconsistencies with definitions of AS and HFA may explain why many individuals 
do not receive a diagnosis until relatively late in their development, with the average 
age at diagnosis of 11 years old (Howlin and Moore, 1997) and many are not 
diagnosed until adolescence or adulthood (Klin and Voltmar, 1997). Clients with this 
disorder may only be referred for assessment at stressful life stages that may
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accentuate difficulties in social interaction, for example the transition to high school. 
AS and HFA are relatively new diagnoses, and people who fit these categories may 
have previously been diagnosed differently or viewed as eccentric loners (Happe, 
1994).
Co-morbiditv
Children with AS may also exhibit ADHD symptoms during their middle school years 
(Ghaziuddin, Weidmer-Mikhail and Ghaziuddin,1998) and it is common for children 
to receive a diagnosis of ADHD along side their autistic diagnosis. Deficits in 
attention, motor control and perception (DAMP) also has some overlap with the 
symptoms of autistic spectrum disorder (Gillberg and Billstedt, 2000).
In a review of co-morbidity in AS, Ghaziuddin (2002) acknowledges the crossover 
between aspects of autistic spectrum disorder, obsessive compulsive disorder and 
Tourettes syndrome.
Larsen and Mouridsen (1997) completed a longitudinal study that incorporated nine 
children with autistic spectrum disorder. At thirty years follow- up, 6 of the original 9 
had been admitted to a psychiatric unit or received antipsychotic medication. 
Ghaziuddin (2002) suggests that this could be influenced by an increased rate of 
misdiagnosis of schizophrenia, based on bizarre behaviour that may be exhibited in 
autistic spectrum disordered individuals.
Mood disorders are common in adolescents and adults with AS and HFA.
Ghaziuddin (2002) suggests that this may be due to an increased awareness of their 
interpersonal difficulties, as well as a possible genetic predisposition. Depression in 
autistic spectrum disorders may be under diagnosed as this client group are more 
likely to have a history of social withdrawal and flat affect, and are less likely to 
identify and communicate their feelings. Green, Gilchrist, Burton and Cox (2000) 
found high levels of anxiety, depression and rage in a sample of adolescent boys with 
AS.
Delayed diagnosis may leave AS and HFA children without the help and support 
required to assist with perplexing social communication and relationships.
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Difficulties empathising with others and with understanding social nuances can set 
children with AS and HFA apart from their peers (Myers and Southwick, 1999, cited 
in Jones and Meldal, 2001). This may leave them vulnerable to bullying and may 
increase the risk of social isolation (Tantum, 1991, 1988) which may impact on 
emotional difficulties.
Other approaches to AS and HFA
Molloy and Vasil (2002) acknowledge the use of a medical based diagnostic category 
as valuable for research purposes. It may also be a useful means of communication 
between professionals. However, when defining an individual by their deficits there is 
a risk that behaviour is interpreted “as a symptom rather than as expressions of his or 
her unique personality” (Molloy and Vasil, 2002, pg 661).
Frith (1991) suggests that AS may simply constitute a normal variant of personality. 
The demands and expectations of others can be an important factor in the appraisal of 
communication issues in AS and HFA. Baron-Cohen, (2002 pg 197) notes that “being 
more object focused than people focused is clearly a disability only in an environment 
that expects everyone to be social”.
This focuses attention on the systemic issues in the AS and HFA individual’s daily 
functioning, suggesting that the environment in which they live may not be adequately 
adjusted to their needs rather than the other way around.
Clinical intervention with AS and HFA.
Some clinical approaches to treatment have reflected the view expressed by Molloy 
and Vasil (2002) that environmental context may be a vital component to presenting 
difficulties. Physical adaptation of the environment can tailor the social context to the 
needs of the AS or HFA individual and focus away from the disease model of deficits 
within the child. Altering social context may include educating family and friends 
about clear, consistent styles of communication, or placing a child in smaller class 
sizes and providing consistent one to one support (Attwood, 1998).
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Treatment in a clinical setting has also focused on training people with AS and HFA 
in social rules that may assist in social situations and perspective taking. This included 
the use of comic strips and social stories to assist adaptive responding in the social 
arena and to assist family, friends, teachers and health care professionals to understand 
the communicational style of the individual with AS and HFA (Gray, 1998). Other 
approaches may include role plays and different perspective taking exercises (Ozonoff 
and Miller, 1995). Kransny, Williams, Provencal and Ozonoff (2003) suggest that 
tasks that focus on peer interaction create positive social environments that increase 
self awareness and self-esteem.
Hare (1997) reports an effective cognitive behavioural intervention for depression and 
self harm using a single case study design of a man with AS.. However, there is 
limited evidence concerning the effectiveness of this approach with this client group. 
There has been consideration concerning the adaptation of cognitive behavioural 
principles to individuals with AS by monopolising on the cognitive ability and 
scientific outlook in this client group (Attwood, 2003; Hare and Paine, 1997).
These approaches highlight the importance of understanding the views and needs of 
the individual client and gaining a good level of engagement. This may not be as 
simple as with other clinical groups, as barriers in social communication and empathy 
may impact on the therapeutic process (Shapiro, 2000).
The views of the individual with a diagnosis of AS or HFA 
There has been minimal research into how the individual with AS may view 
themselves and other people in their social circle. Issues with communication may 
prevent clients’ views being easily gained through conventional methods such as a 
clinical interview.
One study used grounded theory to analyse the narratives on five internet sites written 
solely by five adults with AS (Jones and Meldal, 2001). One of the main themes in 
these narratives was an awareness of the difficulties with communication and the need 
and desire for close relationships. This was also exemplified by three of the five sites 
discussing a mimicking of non-autistic behaviour to “appear normal” and “fit in”
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(Jones and Meldal, pg 39). This contradicts the perception that people with AS are 
not interested in social relationships.. Instead there is evidence that the individuals in 
Jones and MeldaTs study (2001) viewed themselves as socially awkward and wished 
to conform to social rules even though they reported not understanding these rules.
It could be argued that the means of gathering information from the internet in Jones 
and MeldaTs study (2001) focuses on a small and specific subgroup of people with 
AS who wished to inform others about themselves and their diagnosis. This may not 
be a representative sample. However, it highlights that individuals with this diagnosis 
can have awareness of social isolation and that this can cause them distress. There 
may be difficulties with utilising anonymous accounts from the internet as there is 
little means of assessing if the individual had any assistance with what was written. 
There may also be some ethical considerations of using information from the internet 
without the consent of the author.
Grounded theory based research (Jones and Meldal, 2001) as well as aspects of the 
cognitive behavioural case study by Hare (1997) highlight the importance of 
understanding how a person with a diagnosis of AS or HFA may construct themselves 
and their social environment. This has specific clinical relevance given the increased 
possibility that these individual’s may be referred to mental health services due to 
social and emotional difficulties (Ghaziuddin, 2002). It is critical to understand the 
individual’s perspective in order to find the source of personal distress. (Kirk, 1989).. 
As mentioned earlier, this may be difficult to access in people with AS and HFA due 
to difficulties with social communication.
Gaining an understanding of the individual’s sense of self and of others can give 
important information about reasons for their behaviour or emotional difficulties.. 
Indicators of low self-esteem or level of hostility may have direct relevance to 
depressive symptoms or aggressive behaviour, which are common reasons for referral 
to psychiatric services in AS and HFA (Ghaziuddin, 2002). Gaining an understanding 
of the individual’s perspective is an important component to measuring their goals and 
motivation for change (Houston, 1998).
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An assessment approach is required that gives an understanding of the perspective of 
the individual with AS and HFA in order to assist with clinical intervention. This 
must be flexible in order to reflect the individuals’ interpretation of their world, and 
create a non threatening context in which personal opinion may be expressed. This 
assessment may require an inherent structure of a predictable task based approach in 
order for a minimal emphasis to be placed on social communication that may prove 
challenging to this client group. A structured, yet personalised assessment tool is 
provided by personal construct theory (Kelly 1955).
Personal Construct Psychology
Personal construct psychology is a personality theory developed by Kelly (1955) and 
was in stark contrast to the psychodynamic and behavioural approaches that were 
prevalent at that time. Personal construct psychology is a form of social 
constructivism in that each person is viewed as having their own version of reality. 
Kelly’s theory incorporates the concept of ‘constructive altemativism’, which suggests 
that there is no incorrect view, and there will always be alternative perspectives. It is 
a phenomenological rather than a positivist theory.. Kelly explained his theory 
through 11 corollaries (see appendix C). Only those that are relevant to the current 
study will be discussed here.
Personal construct psychology may be viewed as a forerunner to cognitive therapy as 
it highlighted the importance of an individual’s view of the world as an explanation 
for behaviour. This is evident in what Kelly termed the fundamental postulate. “A 
person’s processes are psychologically channelized by the ways in which he 
anticipates events” (Kelly, 1955, pg 46). This suggests that the way a person responds 
to their environment is dependent on how they understand and predict it. Unlike 
Beck’s cognitive behavioural theory (1967), Kelly (1955) did not separate thoughts 
from emotional responses, or consider an individual’s perspective of their world to be 
dysfunctional.
Kelly (1955) used the analogy of people as scientists, forming a view of their 
environment that allows them to anticipate their world, then test these predictions 
through experience and adjust opinions accordingly. This is done implicitly, with the
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individual unaware of the process. Kelly suggested that the individual identifies 
similarities and differences between aspects of the environment. The relevant themes 
for comparison form bipolar constructs on which the environment can be judged. For 
example, people could be viewed according to how friendly they are, implying that 
they may be considered on a scale with rude at one end and welcoming on the other 
pole of this construct. It is down to the individual to determine how broad or specific 
these constructs are.
Kelly suggests that a person’s constructs are organised into a hierarchical system, with 
more abstract concepts being super-ordinate, creating structure and order to 
subordinate constructs. This may create subsystems of constructs that can be applied 
to different contexts. For example, a child may have a subsystem to predict their 
school environment that is different from the system they apply when playing football.
Kelly (1955) proposed that a construct system is based on personal experience and is 
therefore specific to the individual. However, he acknowledges that there may be 
aspects of the system that are common between people. For example, people of the 
same religion or culture may share common constructs. In Kelly’s sociality corollary, 
it is suggested that construct systems are not independent of each other and there is 
awareness that other people have construct systems that differ from the self.
Measuring personal constructs through the repertory grid technique 
Kelly recognised that constructs are generally not explicit so he developed specific 
techniques that may access construct systems through analysis of how individuals 
describe their environment. The repertory grid technique is a method of eliciting 
constructs and applying them to defined elements of the individual’s environment in a 
matrix form that can be analysed mathematically. This can be achieved through 
statistical packages such as Gridstat (Bell, 1998). Approximations of less tangible 
concepts, such as perception of self and others can be gained from the analysis of the 
grids, as well as an indication of construct system structure.
There are different forms of repertory grids, reflecting the different reasons for their 
use and the vast array of contexts that constructs can cover (Fransella and Thomas,
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1988). The most common feature of the different techniques utilises comparisons 
between elements in the individual’s world to elicit constructs, for example through 
perceived similarities and differences in people in the individual’s social circle. The 
current study will focus on comparisons between people in the child’s social 
environment to elicit the constructs that may be important when judging their social 
environment, (see the method section for a detailed account to the development of 
individual grids).
In a study of repertory grids in 203 children, Honess (1979) found that the constructs 
elicited in the grid were consistent with the children’s free description of their peers. 
This gives some gauge of external validity to the repertory grid procedure in children.
Tightness and looseness of a construct svstem
Kelly (1955) proposed that the relationship between a person’s constructs can be an 
influential factor in how they respond to their environment. Kelly identified a ‘tight’ 
construct system as one where the constructs are closely associated with each other.
An example of this would be the view that happiness predicted friendliness, and so a 
person who was viewed on the negative end of the happiness scale would also be 
considered unfriendly. If a construct system consists of many closely associated 
constructs the individual is likely to respond in a predicable way with a rigid 
perception of the world. Kelly suggests that a very tight construct system will be 
more impervious to change as an alteration in one construct would require changes in 
other constructs.
Kelly (1955) uses the term ‘loose’ construing to refer to construct systems where there 
is less similarity between the constructs. A very loose construct system will have 
minimal relationships between constructs. Predictability of the environment would 
become increasingly more difficult as a construct system becomes looser.
Button (1985) reported that tight construing was evident in anorexic clients who 
relapse. Their repertory grids were predominantly defined by weight and food related 
constructs denoting a rigid perception of their environment. This was differentiated 
from the repertory grid results of recovered anorexics.
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Bannister (1960) found that repertory grids of individuals with a diagnosis of thought 
disorder suggested loose construing compared to non thought disordered 
schizophrenics and controls. Bannister (1960) proposed that this lack of relationship 
between constructs in thought disordered individuals may prevent their construct 
systems being invalidated. Van den Bergh, de Boeck and Claeys (1981) replicated 
Banister’s finding and created debate concerning whether this loose construing was 
due to inconsistent responding, as low consistency in the ratings of elements in the 
grid also predicted thought disordered respondents. Van den Bergh, de Boeck and 
Claeys (1981) conclude that both these characteristics may have a role to play.
Intensitv score
Bannister (1960) proposed that the degree of tightness/looseness of a construct system 
could be represented by an intensity score. This score reflected the degree of 
relatedness of the constructs in the grid by using the average sum of squared values 
for the constructs in a correlation matrix of the repertory grid. The intensity score has 
also been investigated by Feixas, Moliner, Montes, Mari and Neimeyer (1992) who 
found this to be a valid measure of construct structure.
Self-esteem
Views of self compared to ideal self as measured by personal constructs in a repertory 
grid may give an indication of the individual’s perspective of self worth. Arnold 
(1988) adapted the Rosenberg self-esteem scale as a measure of global self-esteem 
and found that this correlated with the discrepancy between scores for real and ideal 
self on a repertory grid. Euclidean distances between elements in a grid can therefore 
provide a measure of discrepancy between real and ideal self (Feixas, Moliner, 
Montes, Mari and Neimeyer, 1992; Neimeyer, 1985 cited in Feixas et al, 1992).
Isolation..
How an individual compares him or herself to others may give an indication of how 
isolated that person feels. The greater the distance between repertory grid scores for 
self and scores for others, the less the individual perceives they have in common with 
other people in the grid. A measure of isolation can be gained from the average
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Euclidean distances of other people in the grid from self (Feixas, Moliner, Montes, 
Mari and Neimeyer, 1992; Harter, Neimeyer and Alexander, 1989).
Polarisation.
The degree to which the individual uses extreme ratings in their constructs can give an 
indication of polarisation of their views of their environment and whether the world is 
viewed in all or nothing terms (Feixas, Moliner, Montes, Mari and Neimeyer (1992). 
This measure is also important when comparing repertory grids of groups. Rating 
scales that are not standardised are likely to be utilised inconsistently by different 
people. This may mean that some individuals use the extreme ends of the rating 
scales more than other people. The Euclidean distances between elements will be 
influenced by the range of values the individual incorporates in their grid. This will 
then influence the distances between real and ideal self and other people in the grid. It 
is therefore important to assure some measure of common spread of scoring when 
comparing different people’s grids.
Factors that mav influence repertorv grid results
Repertory grid results can be influence by subtle difference in how the constructs are 
elicited. (Neimeyer, Neimayer, Hagans and Van Brunt, 2002). This includes different 
methods for comparing elements in the grid to elicit constructs.
The individual’s ability to make and articulate comparisons in their environment 
influences repertory grid results, so intellectual functioning and verbal reasoning can 
be an influential factor. This is evident in how repertory grid technique has been 
adapted for young children (Butler and Green, 1998) and people with learning 
difficulties (Clegg and Standen, 1991). There have also been found to be cultural and 
gender differences in the repertory grid results (Feixas, Moliner, Montes, Mari and 
Neimeyer, 1992).
The use of repertorv grids in a clinical context
Personal construct psychology and repertory grid technique has been used 
successfully with people with eating disorders (Button, 1985) where there may be 
rigid thinking concerning body image. This approach has also been used successfully
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with children. Hicks and Nixon (1989) adapted a repertory grid technique to gain an 
understanding of self image and esteem in children in local authority care. Butler and 
Green (1998) give a range of examples of how applicable this technique is to children, 
and how adaptable repertory grids are to the needs and abilities of the individual child, 
which makes this a useful clinical tool. Green and Butler (1998) also used repertory 
grids with children with behavioural problems to gain the child’s rationale of their 
behaviour. Gaining insight into the individual’s perspective of their environment may 
give an indication of the purpose that difficult behaviour may serve for the child and 
can give an indication of the child’s motivation to change.
The use of repertorv grids with people with AS
A personal construct therapy approach has been used with adults with a diagnosis of 
AS who were living in a residential setting with enhanced security (Hare, Jones and 
Paine, 1999). All four participants had a history of self harm and violence to property 
or people. There was also evidence of overt anxiety and depression.
Hare et al. (1999) concluded that the use of this approach was both “practical and 
feasible with this client group” (pg 173) and gave a clear indication of the individual’s 
view of themselves that was in accordance with, and elaborated on clinical 
observation. Attempts at other models of psychological assessment had been 
unsuccessful with three of the four cases studied. This highlights the applicability of 
the repertory grid approach. They noted that the assessments often took several, one 
hour sessions to complete, with as many as five sessions for one of the case studies. 
They argue that this prevented the client being pressured by the assessment process. 
However, it is also a potential practical limitation to this approach.
It is difficult to generalise Hare et al.’s (1999) findings to other people with AS 
because of the issues of dual diagnoses of the respondents in the study. Also, the 
secure environment in which they were assessed may have created some issues of 
trust and confidentiality that may not be relevant in other clinical fields such as 
community services. Hare et al. (1999) did not attempt to define commonalties 
between the respondents and did not report on intensity or polarity scores on the grids 
generated.
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Butler and Green (1998) describe the use of a modified repertory grid with a nine year 
old girl with AS to explore her constructs that guided her limited food preference.
This permitted an understanding of the super-ordinate construct that food must not be 
lumpy, which paved the way for a collaborative intervention that extended her food 
repertoire to other non lumpy food.
These case studies suggest that repertory grids can be useful with this client group. 
Research has shown this technique to be useful to define characteristics within a 
clinical group, such as clients with psychosis (Bannister, 1960) and eating disorders 
(Button, 1985). No research has attempted to study commonalities in the construct 
structure of children with AS and HFA.
Personal construct psvchologv and autistic spectrum disorder.
Proctor (2001) proposes that the structure of personal construct psychology can 
provide a useful framework to view autistic spectrum disorders including AS and 
HFA. As with Molloy and Vasil (2003), Proctor (2001) highlights the perspective of 
the individual with AS and HFA in the personal construct approach.
Proctor (2001) suggested that people on the autistic spectrum may have difficulty 
anticipating events in a social context because they have difficulty understanding 
social meaning and may therefore be unable to attribute similarities and differences to 
form relevant constructs in a social situation. This also suggests that this client group 
will have difficulty adapting their constructs in a social arena. This may explain the 
social awkwardness that is the hallmark of AS and HFA (Attwood, 1998). It may be 
possible that the uncertainty generated by social situations may result in a self 
imposed structure through a rigid construct system. This may involve a tight 
relationship between constructs, and polarised grading of the environment into 
extremes.
Proctor (2001) proposes that the difficulties that this client group may have in 
effectively summarising information may influence the construct system structure. 
This links to research on lack of central cohesion in autistic spectrum disorders (Shah
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and Frith, 1993) and deficits with hierarchization (Mottron and Belleville, 1995).
There may be difficulties forming adaptive superordinate constructs that effectively 
summarise and organise the construct system. This may limit the formation of relevant 
subsystems that can be applied to different contexts. Evidence to support this can be 
seen in the behaviour of people on the autistic spectrum where the responses in one 
environment is applied to different contexts regardless of how appropriate this may be 
(Attwood, 1998). This would be consistent with a rigid construct system with 
idiosyncratic constructs.
Individuals with AS or HFA may impose concrete associations between constructs 
and rate their world in a polarised way. This has not been explicitly tested. However, 
it is consistent with the observations of ritualistic and rigid behaviour patterns with 
difficulty accommodating small changes (Attwood, 1998). For example, Gillberg 
(1991) describes a fourteen year old girl with AS who had previously insisted on 
wearing the same dress every day and would throw a tantrum if she became aware that 
it had been washed. The rigid behavioural patterns in AS and HFA may suggest a 
construct system that is tight, and polarised and therefore difficult to change.
The sociality corollary concerns the understanding that other people may have a 
different construct system and predict the world in a different way to the self. This 
has been highlighted as having specific relevance to autistic spectrum disorders as it 
covers similar concepts to ‘mind blindness’ and theory of mind tasks (Baron-Cohen, 
1990). “Kelly quite brilliantly recognised the significance of meta-construction and its 
vital importance in relationships” (Proctor, 2001, pg 118).
Proctor (2001) highlights that limitations in the autistic spectrum disordered 
individual’s ability to engage in social learning may result in a constructs system that 
is less well developed. Salmon (1970) proposes that the understanding of the 
construct system of others is important for personal growth. As the child widens the 
range of people he or she interacts with, the child gains confirmation and 
disconfirmation of personal concepts. Welch-Ross, Fasig and Farrar (1999) found 
that the understanding of self in children was organised in a way that was predicted by 
their conversational style with the mother. This supports the proposition that
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development of self-concepts is a social process, and poses interesting questions about 
the development of constructs in children with difficulties in social understanding and 
interaction.
Lee and Hobson (1998) found that autistic adolescents were more likely to use 
statements to define psychological self concepts based on physical preferences, with 
poor quality references to emotional states compared to a non autistic learning 
disabled control group. This suggests that the constructs used by people with AS and 
HFA are less likely to involve aspects of emotion and mood as these are concepts that 
may be difficult for this client group to identify.
Comparison group
In order to assess if aspects of personal constructs are specific to AS and HFA 
individuals, the results should be compared to non-autistic individuals, of comparable 
age, IQ and clinical status. Children with attention deficit hyperactivity disorder 
(ADHD) often experience social isolation due to difficulties with behaviour (Hinshaw, 
Zupan, Simmel, Nigg and Melnick, 1997; Drew and Hinshaw, 1994). As with the AS 
and HFA group, children with ADHD also have difficulties with tasks of executive 
functioning (Charman, Frances and Sturge, 2001), although research suggests this is 
less pronounced in children on the autistic spectrum without an ADHD diagnosis 
(Nyden, Gillberg, Helmquist and Heiman, 1999). There is no lack of empathy as part 
of the specification for the diagnosis of ADHD. This client group have also been 
found to be able to perform complex theory of mind tasks (Charman, Frances and 
Sturge, 2001). (see appendix D for DSM-IV and ICD-10 diagnostic criteria for 
ADHD).
ADHD children were an easily accessible comparison group from the same Child and 
Adolescent Mental Health service. As with the AS and HFA group, ADHD children 
have not been studied as a group in relation to their personal construct styles.
However there has been some reframing of the ADHD diagnosis from a medical to a 
constructivist approach (Mancuso, Yelich and Sarbin 2002).
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Aims and Hypotheses
Aim 1 To determine i f  the repertory grid approach can he used with
children with AS and HFA.
Children with AS and HFA may have a literal interpretation of instructions to 
complete the repertory grid process that may make it difficult for them to think 
flexibly to respond to this novel task, including comprehending and articulating 
comparisons between people in their environment. However, it is expected that 
the use of a prompt sheet for generating constructs will assist with the 
administration of the assessment. This approach has been used successfully with 
adults with AS (Hare, 1999). The length of time taken to administer the repertory 
grid may determine its feasibility in a clinical setting.
It is hvpothesised that the AS and HFA children will be able to complete the 
repertorv grid assessment.
Aim 2 To determine i f  there are any differences in the tightness/looseness o f
construing (as measured through intensity score on a repertory grid; 
Bannister, 1960) in the AS and HFA group compared to children with 
a diagnosis o f ADHD.
People with AS and HFA have difficulties with generalising information (Shah 
and Frith, 1993; Mottron and Belleville, 1995) which may influence the flexibility 
of their construct system (Proctor, 2001). Klin (2000) showed that people with AS 
have difficulty understanding social meaning, which may create uncertainty and 
potential difficulty adapting constructs in the social environment. This may result 
in a rigid construct system that asserts some predictability to the social field. It is 
therefore hvpothesised that AS and HFA children will have a higher intensitv 
score on their repertorv grid, reflecting a rigid, tighter construct svstem. compared 
to the ADHD group.
Aim 3 To determine i f  there are any differences in the degree ofpolarisation 
when rating people on the grid, (as measured by the percentage o f  
extreme scores given in the grid) in the AS and HFA group compared 
to children with a diagnosis o f  ADHD.
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Proctor (2001) suggests that the reduced influence of the social world on 
individuals with AS and HFA may result in a less mature construct system. This 
may result in a rigid and polarised style of construing where the world is viewed in 
all-or-nothing-terms. It is hvpothesised that children with AS and HFA will be 
more likelv to use extreme ratings when evaluating their social environment 
compared to children with ADHD.
Aim 4 To determine i f  there are any differences in selfesteem (as measured 
through Euclidean distances o f  self and ideal se lf on the repertory 
grid, Feixas et al, 1992) in the AS and HFA group compared to 
children with a diagnosis o f ADHD.
The clinical status of the two groups in this study is likely to impact self esteem. 
This study can provide normative information about the average self esteem score 
using the repertory grid technique for these two clinical groups. It is hvpothesised 
that there will be no difference in the self esteem measures of the AS and HFA 
children compared to the ADHD group.
Aim 5 To determine i f  there are any differences in social isolation (as
measured by the average Euclidean distance between the self and 
other, Harter, Neimeyer and Alexander, 1989) in the AS and HFA 
group compared to children with a diagnosis o f  ADHD.
Both groups are likely to have experienced some degree of social isolation. 
(Bauminger and Kasari, 2000; Jones and Meldal, 2001; Hinshaw, Zupan, Simmel, 
Nigg and Melnick, 1997; Drew and Hinshaw, 1994). This study could provide 
normative information on this measure.
It is hvpothesised that there will be no difference between isolation scores for the 
AS and HFA group and the ADHD group.
Aim 6 To determine i f  there are any differences in overall classification o f  the
types o f constructs generated by children with AS or HFA compared to 
children with ADHD.
Children with AS and HFA may be more likely to use concrete constructs that are 
idiosyncratic. Compared to ADHD children, the AS and HFA group may be less
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likely to use constructs that relate to the mental state or mood of other people in 
their social circle due to difficulties comprehending other people’s perspectives 
(Baron-Cohen, 1990). This has been observed with autistic children’s self 
descriptions where quality of references to emotional states were poor (Lee and 
Hobson 1998). It is therefore hvpothesised that there will be a significant 
difference in the tvpes of constructs generated bv the AS and HFA children 
compared to the ADHD group.
Two repertory grids of children with AS will be presented as an example of how this 
technique and analysis was applicable to individual children..
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Method
Ethical approval was granted of this study from the regional ethics committee (see 
appendix E) and University of Surrey ethical committee (see appendix F).
Participants
Sample size
There was no data on which to base a prediction of effect size. The theoretical 
application of personal construct psychology in autism (Proctor, 2001) suggests that 
there will be substantial differences between individuals with AS and HFA compared 
to individuals who are not on the autistic spectrum. Therefore, a large effect size was 
assumed. To conduct a 2-tailed t-test on the data, to detect a large effect size of 0.8 
with a power of 0.8 with a significance level of 0.05 a total sample size of 52 would 
be required (calculated from GPower, Faul and Erdfelder, 1992).
Eligibilitv for the studv
All participants were recruited from the same Child and Adolescent Mental Health 
Service. A list of clients who had attended a clinic for AS or HFA was obtained from 
the Consultant Psychiatrist of the service who ran an AS clinic. A list of clients who 
had previously received a diagnosis of ADHD at the clinic was kept on a database.
The medical notes held in the Child and Adolescent Mental Health team base were 
checked to assure that each child on the list had received a diagnosis of either AS,
HFA or ADHD. Children were included in the study if they were male and aged 
between eight and sixteen years old with a diagnosis of ADHD or AS or HFA and no 
other diagnosis. Females were not included in the study as there is evidence that there 
is a gender difference in the repertory grid results (Feixas, Moliner, Montes, Mari and 
Neimeyer, 1992).. Children with a diagnosis of both ADHD and AS were excluded 
from this study. Children who had a diagnosis of learning difficulty were also not 
included in the study.
Contacting the families
Using the list of children who were eligible for the study, the parent or guardian of 
each child was contacted by a letter from the researcher and clinician of the ADHD
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and AS clinic (see appendix G). This was then followed up by a further information 
sheet for the parent (see appendix H) and for the child (see appendix I),
Approximately one week after the information was sent out, the parents were 
contacted by telephone to ask if they and their son were interested in being involved in 
the study. If the parent and child expressed an interest then an appointment was 
arranged for the research interview to take place.
Parents were given the option of completing the interview at the clinic or at home. 
Although this may have compromised the standardisation of the assessment, it 
allowed each parent to consider what may be the least anxiety provoking environment 
for their child. Children with AS and HFA may find meeting new people in unfamiliar 
environments to be anxiety provoking. By giving the opportunity to conduct the 
research in a familiar setting, potential anxiety may have decreased. Any difference in 
the results was therefore less likely to be due to any increased anxiety in the AS and 
HFA group.
Assessment Procedure
At the start of the assessment the parent and the child were required to sign a consent 
form (see appendix J). Both the child and the parent could withdraw their consent at 
any point.
Each participant was thanked for taking part in the research. The child was 
interviewed alone, unless the parent specifically requested to be present at the 
interview. Although this added another potential influence on the grid, it also ensured 
that the results had ecological validity, as this was likely to be how a typical clinical 
assessment would be conducted in a Child and Adolescent Mental Health Service.
Administering the grid
The repertory grid technique was then implemented. This involved four major steps.
1 generating the elements in the grid
2 generating one pole of the construct
3 generating the alternative poles of the construct
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4 rating each element on each construct
1 Generating the elements in the grid
This was achieved by asking the child to list people in their social circle. This 
followed a set list of roles, including four family members, two friends and two people 
that the child did not like. This criteria for generating the list of people to be 
compared in the grid was a means of assuring some consistency between the grids and 
that negative as well as positive elements were included.. A total list of 8 people was 
required to complete the grid, and the addition of ‘me’ and ‘me as I’d most like to be’ 
was included by the researcher.
 2 Generating one pole of the construct
The dyad method was used to elicit constructs (Landfield, 1971, cited in Neimeyer, 
Neimeyer, Hagans and Van Brunt, 2002) which involves comparing two people in the 
grid. Constructs were generated by asking the child to compare different aspects of 
people from the list generated in step one. For example ‘how is your sister different 
from your brother?’ This was considered as less cognitively demanding that the triad 
method suggested by Kelly (1955) which requires comparison of three people.
A list of stimulus words were provided (see appendix K). This list contained 60 words 
generated by the researcher. The child was reminded that these words were only a 
prompt and they could use their own words.
If the child continued to struggle, a prompt question was asked “ what sort of person 
would you say a really good friend should be’ and ‘what sort of person would you say 
an enemy is’.. A total of 10 words were generated. Each word was entered into the 
grid as one pole of a construct.
3 Generating the alternative poles of the construct
The alternative pole of the constructs were generated by asking the child what they 
thought the opposite of their first construct pole was. For example, if the child 
generated a construct pole of friendly, they would be asked what they thought the
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opposite of this was. The child was able to use the sheet of stimulus words to assist 
with selecting an opposite word.
4 Rating each element on each construct.
The list of people generated in stage 1 was hand-written along the bottom of a 
prepared 10 XIO grid. Each grid included the elements ‘me’ and ‘ideal me’. The 
poles of the constructs were hand- written at either end of each row of the grid (see 
page 197 for an example of a completed grid).
Each pole of the construct was also written on a small piece of paper. The two words 
were then placed at either end of a one meter cardboard rule with a scale from 1-7. 
This visual aid acted as a consistent prompt about the rating scale being used. It may 
also have served to give the rating scale a more tangible quality. The child selected 
which of the poles were positive and negative and these were assigned a grade of 1 or 
7. These grades remained consistent for the negative and positive poles of the different 
constructs throughout the completion of the grid.
The child was then asked to rate each person on the grid according the scale they had 
just developed. This included rating themselves, and how they would most like to be.
Verbal reasoning abilitv
The similarities subtest of the British abilities scale (BAS) (Elliot, Smith and 
McCullock, 1996) was also completed. Unlike subtests of the Wechsler Intelligence 
Scale for Children- Third edition (Wechsler 1997), the BAS subtests can be 
interpreted independently from other components in the battery. The results of this 
assessment generated an age standardised T score with a mean of 50 and a standard 
deviation of 10.
The similarities subtest of the BAS involved the child identifying similarities between 
three words. The number of questions asked depended on chronological age and on 
how many questions the child answered correctly (see appendix L).
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This test gave a direct indication of the child’s abilities to draw similarities between 
stimuli. This skill appeared to have direct relevance to the process of comparison to 
elicit constructs in step 2 of the grid administration.
Feedback
The child was offered feedback about the analysed grid, (see appendix M for an 
example of the feedback offered). The parents were sent information about the overall 
outcome of the study (see appendix N).
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Analysis
For the analysis of the grids, the information was put into the computer program 
Gridstat (Bell, 1998). The computer program generated the average root mean 
squared for the constructs in the grid which was used to generate the intensity score. 
Euclidean distances between self and ideal self were used as a measure of self- 
esteem.. The distances between self and other people in the grid (excluding ideal self) 
was averaged to provide a measure of isolation. Polarity scores were calculated 
directly from the grid from the percentage of extreme score o f ‘T and ‘7’ used.
The relevant results for each grid were entered and analysed in SPSS. A t-test was 
then used to compare the intensity score, self-esteem score, and polarity scores for the 
children with a diagnosis of AS and HFA with that of the children with ADHD. 
Isolation scores did not met the criteria for parametric testing so a Mann Whitney U 
test was completed on this score.
Four categories were devised to classify the types of constructs generated by the 
participants. These were developed collaboratively by two researchers, and included;
1) descriptions of general behaviour and personal attributes e.g. clever, loud
2) description of behaviour towards others, e.g. friendly, treats people well
3) description of appearance and preferences e.g. dresses badly, likes football
4) description of mood or emotions, e.g. angry or happy
The constructs on each grid were rated by the researcher according to the above 
criteria. Six grids were also rated by an independent researcher to check for inter-rater 
reliability. The sum of the frequencies for each type of construct for each group were 
entered into a contingency table. This method gives an overall indication of 
differences between the type of constructs generated between the two clinical groups. 
It is acknowledged that this is a very general measure. However, this avoided 
excessive significance testing.
A factor analysis was completed on two of the grids. This provided an indication of 
the analysis and information that can be gained from an individual repertory grid. 
Gridstat (Bell, 1998) generated a graphical representation of the data with the first two 
factors as the x and y axis and the rescaled elements plotted in ‘construct space’ .
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Results
Demographics
72 families were identified as eligible for the research and were initially contacted by 
letter. Of these people a total of 24 were not contactable at the addresses stated in 
their notes and 15 did not wish to take part in the study. This is shown in table 1, for 
the two clinical groups.
Table 1 Number of people in each group who were contacted to take part in the studv
Number of 
families who 
were sent letter
Number no
longer
contactable
Number
refused
Number
accepted
AS and HFA 37 16 (43.3%) 6 (16.2%) 15 (40.5%)
ADHD 35 8 (22.9%) 9 (25.7%) 18(51.4%)
All children 72 24 (33.3%) 15 (20.8%) 32 (44.4%)
A total of 33 children agreed to take part in the research, 13 children had a diagnosis of 
AS, 2 had a diagnosis of HFA and 18 children were diagnosed as ADHD. 26 children 
completed the assessment at their home (13 from the AS and HFA group and 14 from 
the ADHD group). One child from the ADHD group did not finish the assessment, 
leaving a total of 17 in the ADHD group. Five parents were present during the 
research, two from the AS and HFA group and three from the ADHD group.
Table 2 shows the demographic and verbal ability measures of the AS and HFA group 
and the ADHD group who took part in this study. There was no significant difference 
between the two groups in terms of age (t (30)= .322, p=.75, 2-tailed test) or t-scores 
on the similarities test (t(30)= .708, p=.49, 2-tailed test).
Table 2 Mean and standard deviation of age and similarities test T-score.
Age
Mean and
standard
deviation
similarities subtest
Mean T score and 
standard deviation
AS and HFA 12.64(sd=2yrs) 56.2 (sd=5.36)
ADHD 12.42(1.8yrs) 54.53(sd=7.62)
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Intensity, self esteem, isolation and polarisation score
Table 3 shows means and standard deviation for intensity score, measures of self­
esteem, isolation and polarity of ratings for both clinical groups.
T.Ki. And standard deviations for the intensity scores, self-esteem, isolatjgn
Intensity
score
Self-esteem
score
Isolation
score
Polarity score
AS and HFA Mean=0.65
sd=0.13
Median=0.66
Mean= 2.95
sd=1.79
Median=3.03
Mean= 4.09
sd=0.70
Median=3.92
Mean= 25.6
sd=18.63
Median=22
ADHD Mean=0.68
sd=0.13
Median=0.73
Mean=3.07
sd=0.96
Median=3.12
Mean= 4.30 
sd=1.17 
M edian#. 11
Mean=33.47
sd=13.05
Median=31
The overall distribution for isolation scores showed skew and kurtosis. This was 
supported by statistics generated from SPSS (see appendix O). Given that the isolation 
score was not normally distributed, non-parametric tests were used to compare the two 
clinical groups on this score.
There were no significant differences between the AS and HFA group and the ADHD 
group as measured by independent t-test on intensity score (t (30)=-0.575, p=0.570,2- 
tailed test), self-esteem score (t(30)=-0.250, p=0.804,2-tailed test), or the measure of 
polarity (t(30)=-1.397, p=0.173,2-tailed test). There was no significant difference 
between the AS and HFA group and the ADHD group as measured by Mann- 
Whitney U test in isolation scores (z(15,17)=-0.32, p=0.75,2-tailed test) (see
appendix P).
Tvpes of constructs used
Each grid’s constructs were placed into four categories depending on the type of topic 
it was considered to cover. Each participant was given scores based on the frequencies 
of the type of constructs he elicited in each category. Table 4 shows the means.
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medians and standard deviation of the frequency of the types of constructs generated 
in the grids.
Table 4 Means, medians, standard deviations and maximum and minimum frequencies 
oftvne of constructs in the grids of the two clinical groups.
Mean
(standard
deviation)
median mode Min
Max
Personal asp 4.87 5 4 3
attributes (1.25) 7
ADHD 4.18 4 4 1
(1.55) 7
Inter­ asp 3.8 4 4 2
personal (1.27) 7
behaviour adhd 4.53 5 5 2
(1.51) 7
Emotion asp 0.4 0 0 0
(0.74) 2
adhd 0.24 0 0 0
(0.44) 1
Physical asp 0.93 1 1 0
appearance. (0.70) 2
preferences adhd 0.94 1 1 0
(0.93) 3
Table 5 shows the sum of the frequencies for the two clinical groups. Six grids were 
categorised independently by another researcher. Of the 60 constructs classified, 54 
were in agreement between the two raters. This placed inter-rater reliability at 90% 
(Kappa = 0.826) (see appendix Q). Discussion between the markers resolved these 
differences.
Table 5 Sum of the frequencies for each clinical group bv category of constructs
Personal
attributes
Interpersonal
attributes
Emotions Physical
appearances
AS and HFA 74 55 8 13
ADHD 71 79 3 17
A Chi squared test on the matrix in Table 5 was completed manually (see appendix 
Q).. There was no significant difference in the type of constructs elicited between the 
clinical groups, (3)=5.94, p>0.05).
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Individual analysis of grids
Names and identifying details have been changed to maintain confidentiality.. The 
following two cases were chosen randomly from the AS group. This was done to 
ensure that there was no bias in cases presented.
Case 1- BEN
Ben was a 12 year old boy diagnosed with AS by the Consultant Psychiatrist on the 
Child and Adolescent Mental Health Team. He had difficulty forming friendships, 
particularly at school, where he had a history of being bullied. His mother had 
reported that Ben become increasingly withdrawn since starting high school and was 
reported in his notes to be low in mood. His notes showed that he denied any suicidal 
ideation.
Ben had reached early developmental milestones at the appropriate time, however his 
mother became increasingly aware that Ben did not show interest in social contact 
particularly with his peer group since approximately two years old. He developed an 
obsession with trains at the age of 4. He had difficulty settling into school initially.
He did well academically and his teacher described him as quiet and isolated.
Ben was willing to engage in the research. He had poor eye contact and spoke softly. 
He was able to generate a list of people in his family and wider social circle, including 
two people he did not like. When generating constructs, he occasionally used words 
that were on the prompt sheet (see appendix R for GRIDSTAT analysis). Table 6 
shows Ben’s completed repertory grid.
It is apparent from looking at the grid that Ben considers himself to be depressed, 
giving himself a score of 6.5/7 on this scale, (with depressed being 7 and undepressed 
being 1). His ideal score showed that he would rather be less depressed and less 
stressed. Ben generally did not consider himself to be at the positive end of the 
constructs he generated, with the exception of the ‘bully/debully’ construct.
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Table 6 Ben’s completed grid 
Grade 7 Grade 1
Clumsy 6.5 3 1 2 3 1 2 4 4 4 Careful
Disorganised 6 3 1 1 6 7 6 5 4 4 Tidy
Bully 2 1 1 2 2 2 2 3 7 7 De-Bully
Prat 3 1 3 3 3 3 3 3 7 7 Funny
Dangerous 5.5 4 1 5 4.5 3 3 3 4 4 sensible
Dishonest 3.5 5.5 1 5 1.5 1.5 2.5 3.5 7 7 honest
Dumb 3.5 3.5 2.5 5 5 2 2.5 5 6 6 clever
Stressed 6.5 3 4.5 1 3 6.5 1.5 4 6 6 carefree
Uncaring 4.5 2.5 1 7 4 2 2 3 7 7 caring
depressed 6.5 1 4 1 1.5 1.25 1 2 1 1.5 undepressed
1
B
1HH 1 1 1
1
I
1
£ 1 1 1
Ben also considers himself to be disorganised It is interesting to note that he only 
attributes the ‘tidy’ pole of this construct to the adults in the grid. Ben’s scores for his 
‘ideal self show that he would like to be less honest. This was queried as he 
completed the grid to assure that this was not an error in the use of the scale. Ben 
reported that honesty had often got him into trouble.
From the analysis of the grid, it is apparent that there are correlations between the 
constructs uncaring/caring and dumb/clever (r=0.85) and showed that he considered 
caring people to generally be more clever. The correlation between the constructs 
bully/de-bully and prat/funny (r=0.96) shows that the people he considered to be a 
‘bully’ were also considered to be a ‘prat’. Close inspection of the grid highlights that 
there is minimal difference in the rating on these constructs. Figure 1 shows the 
grades given for the constructs of bully/debully and prat/ftmny plotted as a line graph.
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Figure 1 line graph of grades given on constructs of bullving/debullving and 
pratt/funnv
bullying/de-bullying ■*—  Pratt/funny
Ben’s score on self-esteem was 5.04. The average for the AS and HFA group was 
2.95. Ben’s score is between 1 and 2 standard deviations from the mean, this suggests 
that he has low self esteem. This is consistent with reports from his clinical notes. 
Also his isolation score of 5.4 was higher than that of other children in his clinical 
group (average 4.09, sd 0.70), suggesting that he felt isolated from other people in his 
grid. It must be noted that this may be due to different ways of utilising the scale from 
other people in the same clinical group, so these comparisons should be viewed with 
caution. Any difference in the spread of ratings between Ben’s grid and other 
children in this study is not evident in Ben’s polarity score of 25, which is at the 
average level for children in the AS and HFA sample. This suggests that he was not 
using the extreme scores on his constructs more than other children in his clinical 
group. This also signifies that his views were not significantly more polarised to the 
extremes of the constructs than other children in the study.
Factor analysis on the grid data showed that the first factor accounted for 48% of the 
grid variance and the second factor accounted for 18% of the grids variance. The 
elements were rescaled to provide greater differentiation, these two factors are 
represented by the x and y axis in figure 2. These include the constructs with the 
largest factor loadings, at the end of each pole for the first two factors. The actual
197
Major Research Project
factor loadings for these constructs are also displayed beside one pole of the 
constructs.
Figure 2 Ben’s graph of loadings on the first 2 factors
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The graph in figure 2 shows that Ben viewed himself as relatively isolated from others 
in the grid. This is predominantly due to his perception of himself as being on the 
higher end of factor 2, relating to feeling depressed and stressed. Ben places his ideal 
self at approximately the midpoint between his parents.
There is minimal differentiation between his two enemies. They are separate from the 
other people on the grid as they are perceived as being uncaring, bullying and 
dishonest, as shown by factor 1 on the x-axis of graph in figure 2.
The distance between the real and ideal self suggests that Ben may be keen to change 
aspects of himself. This opens potential areas for clinical intervention, particularly in 
the area of his feelings of depression and stress. It has the potential of providing a 
common language with which to explore these emotional difficulties.
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The grid represented in figure 2 could be the focus of a therapy session to discuss his 
feeling of isolation and any goals and motivation for change. It may also be a useful 
tool to communicate and increase understanding of Ben’s view to family and 
professionals and may provide a common language with which to do this.
Case 2- John.
John was a 15 year old boy referred to the clinical team by his GP due to difficulties 
with forming friendships and occasional aggressive behaviour. There was a history of 
relationship difficulties, particularly with regards to his father. John received a 
diagnosis of AS from the Child and Adolescent Mental Health Team two years prior 
to this research. At the time of the assessment the main areas of concern were John’s 
inflexibility and aggression at school and at home and his difficulties coping with 
change.
John was willing to engage in the research and generated a list of people in his social 
circle with minimal prompting. He used the list of words to prompt him when 
generating the first two constructs. He had no difficulty in generating opposite poles 
for the constructs and used his own words for this task. John was very talkative and 
provided a large amount of information at each stage of the research assessment.
John’s grid is shown below in table 7 (See appendix R for GRIDSTAT analysis for 
John).
John’s grid showed that he considered himself to be a strong personality and this was 
how he would like to be (as shown by his ideal-self score). He also saw himself as 
honest, lively and jovial. His ideal scores suggested that he would like to be more 
easy going, generous and nice to people. This suggests that John wished to change 
with regards to his angry outbursts. There are correlations between his constructs 
‘nice to people/nasty’, ‘jovial/miserable’ (r-0.92). Inspection of his grid suggested that 
he generally considered nice people to be more jovial. There was a correlation 
between the constructs ‘jovial/miserable’ and ‘understanding/ ignorant’ (r=0.94), and 
the rating he used suggested that he considered jovial people to be more 
understanding.
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Table 7 John’s repertory grid 
Grade7 Grade 1
Two faced 2 1 2 4 5 5 3 1 7 7 honest
lazy 1 1 1 7 4 6 6 1 4 4 Lively
nasty 4 1 2 7 2 2 3 1 7 7 Nice to people
miserable 2 1 2 7 2 2 4 1 5 6 Jovial
ignorant 1 1 1 7 3 1 3 1 7 7 understanding
stubborn 4 2 3 7 4 7 5 1 7 7 patient
unconfident 1 1 5 6 6 7 5 3 4 5 Strong
personality
negative 5 4 7 2 4 3 4 1 5 5 positive
impatient 7 4 4 7 4 5 6 1 6 7 Easy going
Self centred 4 1 2 6 4 3 4 2 6 4 generous
1
a
Î I 1 1PQ 1 1£ 1E 1 1
The Euclidean distances of the people chosen as elements on his grid suggest that 
John considers that his brother was the closest person to his ideal-self. This suggests 
that his brother may represent a role model for John.
Factor analysis shows that the variance accounted for by the first factor was 64 % and 
the second factor accounted for 15% of the variance. Figure 3 plots the people in the 
grid based on these two factors. The elements were rescaled to provide greater 
differentiation, these two factors are represented by the x and y axis.
The graph in figure 3 shows that John generally viewed himself, his ideal self, his 
mum and brother within the same quarter of the graph, signifying strong and lively
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personalities who are understanding and nice to people. It is evident in the graph that 
John viewed his father in negative terms, which may highlight areas of conflict within 
the family.
Figure 3 John’s graph of loadings on first two factors
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His ratings of his Gran as being lazy and unconfident may be due to her context not 
being totally applicable to the constructs used in this grid. John explained that she 
was elderly and that he gave her negative ratings on the lively/lazy scale due to her 
frailty. He also explained that this had impacted on her confidence to do things. This 
highlights the importance of other methods of information gathering when interpreting 
the grid rather than purely the figures and statistics generated.
Figure 3 shows that John did not appear to view himself as very similar to the two 
friends on the grid, both of whom are rated as less confident and lazier than himself 
and his ideal self. This may signify an awareness of separateness from his peer group 
and also indicates that he does not wish to be similar to these people. However this
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may also signify that he did not select the closest friends to be part of this grid.
Further clarification would be required regarding this.
There is minimum differentiation between his two enemies on this graph. They are 
mostly differentiated from other people on the grid as they are seen as being lively and 
strong personalities who are nasty and ignorant.
Any intervention with John could focus on further defining the poles of his constructs, 
for example, fiirther clarification of the construct “ understanding/ ignorant” may be 
useful to understand what escalates antagonism. This construct generates mostly 
polarised ratings and therefore widening, redefining or creating additional constructs 
could create a larger repertoire of options for John (Fransella and Dalton, 1990). This 
may assist John to accurately predict his social environment through a less polarised 
view, which may assist in de-escalating the level of conflict he experiences.
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Discussion.
The first aim of this study was to determine if the repertory grid approach could be 
applied successfully to children with AS and HFA. The other aims were to consider if 
there were any differences in specific aspects of the construct system and the types of 
constructs elicited by children with AS and HFA compared to ADHD children.
Aim 1.. To determine if the repertory grid approach can be used with children with
AS and HFA
This study showed that children with a diagnosis of AS and HFA are able to 
comprehend and respond to the repertory grid process. This included verbalising 
judgements concerning themselves and other people in their world to elicit constructs 
and to use these as rating scales. The two examples of individual grids of children 
with AS showed that the information from the analysed grid were in accordance with 
the information in clinical notes, and elaborated on their view of self and other people 
in their environment. This is consistent with the repertory grids with children 
(Honess, 1979) and with adults with AS (Hare, Jones and Paine, 1999).
Only one child was unable to complete the repertory grid assessment. This participant 
was in the ADHD group and was unable to concentrate on the assessment. However, 
most of the grid was completed and although this prevented the grid being used in the 
research, it could still be of clinical value. It is possible that this child may have 
required shorter periods of assessment over a period of time to have completed the 
grid.
All the grids for both groups were completed within 30-60 minutes. The children 
generally reported that they did not find the assessment too taxing, and it was 
frequently reported that the similarities subtest of the British Ability Scale was the 
hardest part of the assessment. This suggests that the repertory grid technique is a 
viable approach in terms of clinical time and demands on the client. The assumption 
that the task based approach of the repertory grid was less anxiety provoking for the 
AS and HFA individual’s than a less structured approach was not explicitly tested and 
further research is required to assess the impact of this from the child’s and the 
clinicians perspective.
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The time taken to analyse the grid and the use and availability of appropriate computer 
software for grid analysis should be considered when assessing the viability of this 
approach. Each grid took approximately 20-30 minutes to enter into the computer and 
analyse. The statistical package was obtained free from the internet 
(www.psyctc.org/grids) and included a manual for the packages use. However further 
information was required to determine the relevance of the large amount of statistical 
information that could be generated from the grids using GRIDSTAT (Bell, 1998). It 
is possible that this procedure may deter clinicians from utilising the repertory grid 
approach. Research into clinicians choice to use or not to use repertory grids would 
clarify the applicability of this approach and what may be required to enhance it’s 
accessibility..
Aim 2. To determine differences in intensity score between the two groups.
It was hypothesised that AS and HFA children may have definable differences from 
the ADHD group in their constructs system as measured through their repertory grid.
It was argued that the AS and HFA group would have a rigid or tight construct system 
that would be reflected in a higher intensity score (Bannister, 1960). This was not 
found to be the case. This goes against the assumptions by Proctor (2001) that people 
on the autistic spectrum may structure their construct system differently compared to 
individuals who are not diagnosed on the autistic spectrum. There was a large 
variability between individuals rather than between the clinical groups.
It is possible that common features between the two groups, such as similar clinical 
status or executive functioning difficulties, may have masked any difference in the 
measures of tightness scores. The inclusion of a non clinical group in this study may 
have clarified this.. Unfortunately it was beyond the aims and resources of this 
research. It was hypothesised that the effect size of difference between the two groups 
in this study would be large, and it would therefore have been expected that 
differences would have been evident regardless of clinical status or executive 
functioning of the comparison group.
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Aim 3 To determine differences in polarisation scores between the two groups 
It was hypothesised that the AS and HFA group would have a less mature construct 
system due to a possible reduced influence from the social sphere. This would be 
evident in their polarisation of their scores on the constructs generated, with a greater 
percentage of extreme scores compared to the group with ADHD. However, no 
significant difference was found between the two clinical groups on this measure.. It is 
possible that the AS and HFA children develop their construct system structure by 
utilising the types of compensatory strategies that are suggested to assist with older 
children and adults with this diagnosis passing complex theory of mind tasks (Klin, 
2000).
It is possible that a much larger sample size may have led to a significant difference in 
the polarity scores (P= 0.173). However, if this was the case the ADHD group were 
more likely to utilise the extreme scores of the scales than the children with AS and 
HFA. This goes against the assumption that the AS and HFA group would show 
greater use of the extreme ends of the rating scale.
The mean polarity for the AS and HFA children (25.6) is comparable to the expected 
score of 28.6% if the ‘1’ and ‘7’ score were used to the same proportion as other 
numbers in the grid. This is not consistent with the hypothesis that the AS and HFA 
children would rate their environment in all- or- nothing terms.
Aim 4. To determine differences in self esteem between the two groups 
As hypothesised, there was no difference in self-esteem scores between the two group. 
As with the scores for intensity and polarity, there was greater variability within the 
groups than between them.
The means of measuring self esteem in this study may not give an accurate reflection 
of this concept. However, all measures using the repertory grid are statistical 
approximations of psychological concepts. It could be argued that self-esteem 
measured through self generated concepts may have more relevance to the individual
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than a standardised assessment (Higgins, 1987). This measure also gives an indication 
of what areas the individual would like to change to improve their view of self..
The use of a standardised self esteem questionnaire would have given an indication of 
how the measure used in this study compared to other methods of evaluating self 
esteem for the two groups (as with the study by Arnold, 1988).. However, this would 
have lengthened the research interview and may have unfairly disadvantaged the 
ADHD children who may have had increasing difficulty attending to a lengthy 
assessment.
Although there is no evidence of difference between the self esteem scores of the two 
groups, it is not possible to ascertain if this is due to both groups having low self 
esteem. This difficulty may have been resolved by the inclusion of a non clinical 
sample.
Feixas, Moliner, Montes, Mari and Neimeyer (1992) found that the average Euclidean 
distances between self and ideal self (with constructs rated on a seven point scale) was 
6.38 (compared to 2.95 for the AS and HFA group and 3.07 for the ADHD group).. 
The higher score denoting a larger difference between self and ideal self and therefore 
lower self esteem. This suggests that the children in the current study had higher self 
esteem than would have been predicted by using the results of another study.
However, the Feixas et al (1992) study used larger grids, administered in a different 
way to the present study, using an older, non clinical group in different cultural 
context. These may all have had an influence on the repertory grid results that may 
invalidate comparisons between studies.
Aim 5. To determine differences in social isolation between the two groups 
As hypothesised, there was no difference in the isolation scores between the children 
with AS and HFA compared to the ADHD group.. Social isolation has been reported 
in individuals with AS (Bauminger and Kasari, 2000; Jones and Meldal, 2001) and 
with children with ADHD (Hinshaw, Zupan, Simmel, Nigg add Melnick, 1997; Drew 
and Hinshaw, 1994). This suggests that the experiences of feeling different from peers 
was not specific to either diagnostic group.
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It should be noted that the interpersonal differences facing children with ADHD are 
not necessarily comparable to those experienced by children with AS and HFA. There 
are likely to be different reasons for the isolation and there may be different degrees of 
social difficulties and level of exclusion. This is also likely to be modulated by the 
level of awareness that the individual has into their level of isolation from others 
(Bauminger and Kasari, 2000). It is possible that a lower level of awareness of social 
isolation in the AS and HFA group may have been a factor in the lack of significant 
difference between the clinical groups. Further research may be required to investigate 
this.
It is likely that the isolation score depended on who was included in the grid. There 
may have been greater differentiation in isolation scores if the grid included more 
peers rather than family. This raises interesting areas of further study, as isolation 
from peers may be a different measure to isolation from family.
The distance between self and other people on the grids of Feixas et. al.’s (1992) study 
was 6.55 (compared to 4.09 for the AS and HFA group and 4.3 for the ADHD group). 
This suggests that the clinical groups in this study did not feel as isolated as those in 
Feixas et al’s (1992) study. However, as mentioned earlier, these comparisons should 
be considered with caution given the different methodology between these studies.
Aim 6 To determine differences in the tvnes of constructs generated bv the two 
groups.
There were no differences between the two groups in the types of constructs that were 
elicited. This result goes against the hypothesis that children with AS and HFA were 
more likely to choose constructs based on physical attributes and preferences.. These 
concrete concepts were chosen rarely by either clinical group. It was also rare for 
children in either group to choose concepts based on the mood or feelings of other 
people. This suggests that the exclusion of mood related constructs was not due to 
lack of understanding of other peoples perspective, as this is not a characteristic of 
ADHD. Further research may be required to ascertain if this result may be due to age, 
gender or clinical status of the research participants.
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Most of the constructs were based on interactional style, such as how the person 
treated others, or on personal characteristics eg. cleverness. This suggests that the 
repertory grid may be a useful tool to supply an inroad into discussing interpersonal 
issues and judgements of personal characteristics. These are areas that are likely to be 
relevant to the child’s reason for referred, which often incorporate emotional and 
behavioural difficulties (Ghaziuddin, 2002).
Critique
The process of eliciting constructs
It is possible that the methods used to elicit constructs and complete the repertory grid 
may have masked any differences between the two groups in this study. For example, 
the inclusion of a prompt sheet to assist in the elicitation of constructs may have 
greatly influenced the types of constructs the children chose, focusing on specific 
types of constructs that were more akin to the construct system of the researcher. This 
may be evident in the relative uniformity of the frequencies of different types of 
constructs between the two groups.
However, the prompt sheet was also a very useful tool for reducing anxiety and giving 
the child some understanding of what was expected of him in the study. It was 
important to ensure that the process of developing the grid was not distressing for the 
child and that there was no pressure to give a ‘correct’ answer. The prompt sheet 
focused attention away from vague open ended questions that may have unfairly 
disadvantaged the children with communication difficulties.
The process of providing a prompt sheet is different to using preset constructs decided 
by the researcher. There remained a large element of choice to reflect the child’s own 
view, while also giving structure and predictability. There have been efforts to 
highlight the difference in repertory grid results when constructs are supplied rather 
than self generated constructs (Neimeyer, Neimeyer, Hagans and Van Brunt, 2002). 
More research may be required to ascertain the effect of prompt sheets on the 
repertory grid results compared to completely self generated constructs.
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Sample size
The sample size was smaller than that required for reliable results as calculated from 
the power analysis. Focusing on the statistic for calculating differences between the 
two groups on intensity score, a post hoc calculation from GPower (Faul and 
Erdfelder, 1992), 2 tailed, showed an effect size 0.23, which Faul and Erdfelder 
(1992) suggest is small. Given the limited number of participants in this study, the 
power of this comparison is therefore very small (0.1). An effect size of .91 would be 
required for this comparison to reach significance with a power of greater than 0.7.
This highlights how the small sample size of this study would only detect very large 
difference between the comparison groups. Given that there were limited differences 
between the two groups, a total sample size of 358 participants would be required to 
gain a significant result with a power of 0.7. However, such a small effect size, were 
it to be found in a larger sample, would suggests that there is minimal clinical 
relevance to the differences between these two groups on their intensity scores.
The number of research participants was limited by the availability of the client group 
and their willingness to engage in the research. All the children in this research were 
diagnosed in one clinic, thus limiting the possibility of discrepancies in the diagnostic 
process. In order to obtain further research participants, other clinics would be 
required to be incorporated into the study and this may have introduced difficulties 
with consistency of diagnostic process.
The number of significance tests completed increased the risk of a type 1 error. 
Attempts were made to account for this by keeping statistical testing to a minimum.
Location of testing
The choice of having the research conducted at home or at the clinic may have 
influenced the results. However, it has been acknowledged that the AS and HFA 
group may have been disadvantaged due to the anxiety that may have been connected 
with unfamiliar surroundings. The flexibility in the location of the research gave 
some control to the families to account for their personal knowledge of the child.
Similar numbers of children in each group chose to complete the research at the clinic, 
however there was no means of controlling for the different home environments where
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the majority of children completed the assessment. It is possible that the familiar home 
environment may have disadvantaged the ADHD children who may have been more 
easily distracted. However, every attempt was made to ensure a quiet, distraction free 
context in which to conduct the research.
Blind testing
The diagnosis of the child was known to the researcher at the time of the assessment.. 
Although there were no overt differences in how the grids were completed, it would 
have been more favourable to have the researcher blind to the diagnosis of the child 
being assessed to ensure that this did not influence the procedure. However, it would 
not have been possible to keep this completely hidden as medication or diagnostic 
issues were frequently mentioned by the child or parent.
Variabilitv between individuals.
The variability of the grids between individuals within the same clinical group 
emphasises the personal aspects of the construct system and Kelly’s premise that no 
two construct systems are alike. This suggests the methods used to maintain a level 
of consistency for group analysis of the grids in this study did not overshadow the 
personal perspectives of the children.
Clinical implications
This research shows that the repertory grid technique is a valid approach to use in the 
assessment of children with AS and HFA. The information from the individual grids 
was potentially useful in a clinical settings as it gave the child’s perspective of their 
interpersonal world. This can provide a shared vocabulary to explore issues relevant 
to the presenting difficulties (Butler and Green, 1998). It also may provide insight 
into the child’s mood and rationale for behaviour that may be difficult to ascertain by 
standardised testing and clinical interview. This is particularly relevant to children 
with a diagnosis of AS and HFA where communication difficulties may hinder 
appropriate assessment. Further research is required to ascertain if the repertory grid 
approach can provide more information when administered alongside a standard 
clinical interview and standardised assessment, and how this may impact on therapy 
goals and treatment outcomes.
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It is possible to tailor an individual grid to make it more relevant to the client’s issues, 
including different aspects of the self (Housten, 1998). For example John’s grid (case 
2) could include a rating for “self when angry”.. This would establish how John 
perceived the changes in himself when he loses his temper, and how this may compare 
to his real and ideal self. This would also give an indication of his motivation to 
change with regard to his angry outburst.
This issue of including more aspects of the self in the grid also arose when completing 
the grids with children with ADHD, many of whom were taking medication for their 
disorder. There were several incidents where the children reported that they could 
generate two grades for their ‘real self to reflect ‘self on medication’ and ‘self 
without medication’. Unfortunately the structure of the research did not permit this 
adaptation in the grid. However, it poses interesting possibilities for further research 
into how repertory grids can explore different self concepts and the implications this 
can have on assessment and intervention.
The averages and standard deviation for the measures used in the study may provide 
group norms from which to compare grid results. This is evident in the case study Ben 
(case 1) described earlier. His scores were compared to the AS and HFA group to 
give a measure of level of similarity with other boys with his diagnosis. It would be 
important that any further grids are administered in the same way as those in this 
study in order to assure that procedural differences do not influence the comparison.
While personal construct psychology may be a useful theoretical approach from which 
to conceptualise autistic spectrum disorder deficits (Proctor 2001), these difficulties 
do not appear to translate into the practical application of the theory, as evident by the 
lack of significant results in this study. This emphasises how this approach may be 
more useful to elicit the personal perspective of the individual rather than define 
deficits or differences of this diagnostic group.
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Conclusion
This study found that the children with AS and HFA were able to utilise the repertory 
grid assessment, including being able to define differences between people in their 
world and use rating scales based on these differentiations. The diversity of results 
within this clinical group is in keeping with the personal aspects the construct theory 
on which the assessment was based. The wealth of information that can be gained 
from an individual grid may provide a valuable starting point for a clinical assessment 
and may provide shared language for the issues that are important for the child.
The AS and HFA group were compared to a non-autistic clinical group of the same 
age and verbal reasoning ability. Tightness and polarisation of the constructs system 
was measured and it was hypothesised that the AS and HFA group’s grid structure 
would reflect the clinical picture of this disorder as rigid, all-or-nothing thinking. 
However the AS and HFA group did not exhibit intensity scores that were statistically 
different from the ADHD group. Also, there was no significant difference in the use 
of the extreme ends of the rating scales, suggesting that the AS and HFA group were 
no more likely than the ADHD group to exhibit polarised views of people in their 
environment.
Levels of self esteem and social isolation were comparable between the two clinical 
groups. It is possible that this may reflect the clinical status. There was also no 
difference in the types of constructs generated between the two groups, although the 
use of a prompt sheet to assist with the development of the grid may have influenced 
this. The small sample size limits the reliability of the statistics used in this study. It is 
hoped that the research on personal construct theory and the autistic spectrum will 
build on the results of this study that further clarify how the repertory grid approach 
can be a useful assessment tool for children with AS or HFA.
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Appendix A
DSM-IV criteria for Asperger disorder
A. Qualitative impairment in social interaction, as manifested by at least two of the 
following:
(1) marked impairment in the use of multiple nonverbal behaviours such as 
eye-to eye gaze, facial expression, body postures and gestures to regulate 
social interaction.
(2) failure to develop peer relationships appropriate to developmental level.
(3) A lack of spontaneous seeking to share enjoyment, interests, or 
achievements with other people (e.g. by a lack of showing, bringing or 
pointing out objects of interest to other people).
(4) Lack of social or emotional reciprocity.
B. Restricted repetitive and stereotyped patterns of behaviour, interest and activities, 
as manifested by at least one of the following:-
(1) encompassing preoccupation with one or more stereotyped and 
restricted patterns of interest that is abnormal either in intensity or focus.
(2) apparently inflexible adherence to specific, non functional routines or
rituals.
(3) Stereotyped and repetitive motor mannerisms (e.g. hand or finger flapping 
or twisting, or complex whole body movements).
(4) Persistent preoccupation with parts of objects.
C The disturbance causes clinically significant impairment in social, occupational or
other important areas of functioning.
D There is no clinically significant general delay in language (eg single words used
by age 2 years, communicative phrases used by age 3 years).
E There is no clinically significant delay in cognitive development or in the
development of age-appropriate self help skills, adaptive behaviour (other than in 
social interaction), and curiosity about the environment in childhood.
F Criteria are not met for another specific pervasive developmental disorder or
schizophrenia.
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Appendix A continued
IC D -10 definition of Asperger disorder
F84.5 A disorder of uncertain nosological validity, characterized by the same kind of 
qualitative abnormalities of reciprocal social interaction that typify autism, together with 
a restricted, stereotyped repetitive repertoire of interest and activities. The disorder 
differs form autism primarily in that there is no general delay or retardation in language 
or in cognitive development. Most individuals are of normal general intelligence but it 
is common for them to be markedly clumsy; the condition occurs predominantly in boys. 
It seems highly likely that at least some cases represent mild varieties of autism, but it is 
uncertain whether or not that is so for all. There is a strong tendency for the 
abnormalities to persist into adolescence and adult life and it seems that they represent 
individual characteristics that are not greatly affected by environmental influences. 
Psychotic episodes occasionally occur in early adult life.
Diagnostic guidelines
Diagnosis is base on the combination of lack of any clinically significant general delay in 
language or cognitive development plus, as with autism, the presence of qualitative 
deficiencies in reciprocal social interaction and restricted, repetitive, stereotyped patterns 
of behaviour, interests and activities. There may or may not be problems in 
communication similar to those associated with autism but significant language 
retardation would rule out the diagnosis.
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Appendix B
DSM-IV criteria for autism
A At least 6 items from (1), (2) and (3), with at least two from (1) and one each 
from (2) and (3).
(1) Qualitative impairment in social interaction, as manifested by at least two of the 
following:
(a) Marked impairment in the use of multiple nonverbal behaviours such
as eye-eye gaze, facial expression, body postures and gestures to regulate 
social interaction
(b) failure to develop peer relationships appropriate to developmental level
(c) a lack of spontaneous seeking to share enjoyment, interests or 
achievements with other people (by a lack of showing, bringing or 
pointing out objects of interest)
(d) Lack of social or emotional reciprocity
(2) Qualitative impairments in communication as manifested by as least one of 
the following.
(a) Delay in, or total lack of, the development of spoken language (not 
accompanied by an attempt to compensate through alternative modes 
of communication such as gesture or mime)
(b) in individuals with adequate speech, marked impairment in the ability 
to initiate or sustain a conversation with others
Stereotyped and repetitive use of language or idiosyncratic language
(c) Lack of varied, spontaneous make-believe play or social imitative play 
appropriate to developmental level
(3) Restricted repetitive and stereotyped patterns of behaviour, interests,
and activities, as manifested by at least one of the following:
(a) encompassing preoccupation with one or more stereotyped and 
restricted patterns of interest that is abnormal either in intensity or focus.
(b) Apparently inflexible adherence to specific, non-functional routines or 
rituals
(c) stereotyped and repetitive motor mannerisms (e.g. hand or finger 
flapping or twisting, or complex whole body movements)
(d) persistent preoccupation with parts of objects
B Delayed or abnormal functioning in at least one of the following areas, with onset
prior to age 3 years:
(1) social interaction
(2) language as used in social communication
(3) symbolic or imaginative play
C The disturbance is not better accounted for by Rett’s Disorder or Childhood
Disintegrative Disorder.
225
Major Research Project -
Appendix B continued
IC D -10 definition and diagnostic guidelines for Autism
A pervasive developmental disorder defined by the presence of abnormal and /or 
impaired development that is manifest before the age of 3 years, and by the characteristic 
type of abnormal functioning in all three areas of social interaction, communication, and 
restricted, repetitive behaviour.
Diagnositic guidelines
Usually there is no prior period of unequivocally normal development but, if there is, 
abnormalities become apparent before the age of 3 years. There is always qualitative 
impairments in reciprocal social interaction. These take the form of an inadequate 
appreciation of socio-emotional cues, as shown by the lack of response to other people’s 
emotions and /or a lack of modulation of behaviour according to social context; poor use 
of social signals and a weak integration of social, emotional and communicative 
behaviours; and especially, a lack of socio-emotional reciprocity. Similarly, qualitative 
impairments in communications are universal. These take the form of a lack of social 
usage of whatever language skills are present; impairment in make believe and social 
imitative play; poor flexibility in language expression and a relative lack of creativity and 
fantasy in thought processes; lack of emotional response to other people’s verbal and non 
verbal overtures; impaired use of variations in cadence or emphasis to reflect 
communicative modulation; and a similar lack of accompanying gesture to provide 
emphasis or aid meaning in spoken communication.
The condition is also characterized by restrictive, repetitive and stereotyped patterns of 
behaviour, interests and activities. These take the form of a tendency to impose rigidity 
and routine on a wide range of aspects of day-day functioning; this usually applies to 
novel activities as well as to familiar habits and play patterns. In early childhood 
particularly, there may be specific attachment to unusual, typically non-soft objects. The 
children may insist on the performance of particular routines in rituals of a non­
functional character; there may be stereotyped preoccupations with interests such as 
dates, routes or timetables; often there are motor stereotypies; a specific interest in non- 
ftmctional elements of object (such as their smell or feel) is common; and there may be a 
resistance to changes in routine or in details of the personal environment (such as the 
movement of ornaments or furniture in the family home)
In addition to these specific diagnostic features, it is frequent for children with autism to 
show a range of other non-specific problems such as fear/ phobias, sleep and eating 
disturbances, temper tantrums and aggression. Self-injury (e.g. wrist biting) is fairly 
common, especially when there is associated sever mental retardation. Most individuals 
with autism lack spontaneity, initiative and creativity in the organization of their leisure 
time and have difficulty applying conceptualisations in decision-making in work (even 
when the tasks themselves are well within their capacity). The specific manifestation of 
deficits characteristic of autism change as the children grow older, but the deficits 
continue into and through adult life with a broadly similar pattern of problems in 
socialisation, communication and interest patterns. Developmental abnormalities must 
have been present I the first 3 years for the diagnosis to be made, but the syndrome can 
diagnosed in all age groups. All levels of IQ can occur in association with autism, but 
there is significant mental retardation in some three-quarters of cases.
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Appendix C
corollary Kelly definition and brief explanation
Construction
corollary
“a person anticipates events by construing their replication^ Kelly, 1955 pg 
50.
Kelly suggested that each rule or construct is a means of determining 
similarities and differences within our world. It is therefore a means of 
discriminating between our experiences, placing a sense of order on world
Dicotomy
Corollay:
person's construction system is composed o f  a finite number o f  
dichotomous constructs (Kelly, 1955, pg 59).This highlights that the construct 
is the unit of analysis in PCP and is used to interpret the world. A construct is 
dichotomous in that it is defined by its poles, which outline its parameters.
Range
corollary
“A construct is convenient for the anticipation o f  a finite range o f events o n l f  
(Kelly, 1955, pg 68). This suggests that constructs may only be applicable in 
certain circumstances.
Organisation
corollary
''Each person characteristically evolves, for his convenience in anticipating 
events, a construction system embracing ordinal relationship between 
constructs’" (Kelly, 1955, pg 56). This shows how constructs are in a 
hierarchical system. Super-ordinate constructs may be abstract categories that 
provide structure to subordinate constructs, giving order.
Fragmentation
corollary
"a person may successively employ a variety o f construction subsystems which 
are inferentially incompatible with each other"" (Kelly, 1955, pg 83).
This suggests that the individual may have different subsystems of constructs 
for different situations.
Individuality
Corollary
"persons differ from each other in their construction o f  events” (Kelly, 1955, 
p55). People have a view of the world that is individual to them and based on 
their experiences.
Commonality
Corollary
“ the extent that one person employs a construction o f  experience which is 
similar to that employed by another, his processes are psychologically similar 
to those o f  the other person"" (Kelly, 1966b page 20).
This shows that despite uniqueness there are areas of construing that are 
similar between individuals.
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Sociality
corollary
"To the extent that one person construes the construction o f  another, he may 
play a role in a social process involving the other person. ” (Kelly, 1995, pg 
9%.
This highlights that a construct system interacts with the world and is not 
independent from it. The individual is therefore aware that other people have a 
different view.
Experience
corollary
"A persons construct system varies as he successively construes the replication 
o f events"" (Kelly, 1955, pg 72). Kelly suggests that we are constantly testing 
and adjusting our view of the world based on our experiences. He viewed 
people as being scientists, testing our own hypotheses of the world and 
adjusting it accordingly.
Modulation
corollary
"The variation in a person’s construct system is limited by the permeability o f  
the constructs within whose ranges o f  convenience the variant lie"" (Kelly, 
1955, p77). Permeability relates to the constructs being able to allow in new 
information that permits the construct system to adapt.
Choice
Corollary
"a person chooses for himself that alternative in a dichotomized construct 
through which he anticipates the greater possibility for extension and 
definition o f  his system"" Kelly 1995, page 64).
It is down to the individual to determine how broad or super-ordinate their 
constructs should be.
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Appendix D
DSM-IV criteria for Attention Deficit Hyperactivity disorder 
A Either 1 or 2
1 6 or more of the following symptoms of inattention have persisted for at least 6 
months to a degree that is maladaptive and inconsistent with developmental level:
(a) Often fails to give close attention to details or makes careless 
mistakes in schoolwork, work or other activities
(b) Often has difficulty sustaining attention in tasks or play
(c) Often does not seem to listen when spoke to directly
(d) Often does not follow through on instructions and fails to finish
schoolwork, chores or duties in the workplace (not due to 
oppositional behaviour or failure to understand instructions) 
activities
(e) Often has difficulty organising tasks and activities
(f) Often avoids, dislikes or is reluctant to engage in tasks that 
require sustained mental effort (such as schoolwork or home work)
(g) Often loses things necessary for tasks or activities (eg toys, 
school assignments, pencils, books or tools)
(h) Is often easily distracted by extraneous stimuli
(i) Is often forgetftil in daily activities
2 6 or more of the flowing symptoms of hyperactivity- impulsivity have 
persisted for at least 6 months to a degree that is maladaptive and inconsistent 
with developmental level:
Hyperactivity
(a) Often fidgets with hands or feet or squirms in seat
(b) Often leaves seat in classroom or in other situations in which 
remaining seated is expected
(c) Often runs about or climbs excessively in situations in which it is 
inappropriate (in adolescents and adults, may be limited to 
subjective feelings of restlessness)
(d) Often has difficulty playing or engaging in leisure activities
(e) Is often “on the go” or often acts as if “driven by a motor”
(f) Often talks excessively 
Impulsivity
(g) Often blurts out answers before questions have been completed
(h) Often has difficulty waiting turn
(i) Often interrupts or intrudes on others (eg. butts into conversation
or games)
B Some hyperactive-impulsive or inattentive symptoms that caused impairment
were present before age 7 years.
C Some impairment form the symptoms is present in two or more settings (eg
school and home).
D Clear evidence of clinically significant impairment in social, academic or
occupational functioning.
E The symptoms do not occur exclusively during the course of a pervasive
developmental disorder, schizophrenia or other psychotic disorder and are not 
better accounted for by another mental disorder (eg. mood disorder, anxiety 
disorder, dissociative disorder or personality disorder).
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ICD-10 diagnostic guidelines of ADHD (Hyperkinetic disorder)
The cardinal features are impaired attention and over activity: both are necessary 
for the diagnosis and should be evident in more than one situation (e.g. home, 
classroom, clinic).
Impaired attention is manifested by prematurely breaking off from tasks and leaving 
activities unfinished. The children change frequently from one activity to another, 
seemingly losing interest in one task because they become diverted to another. These 
deficits in persistence and attention should be diagnosed only if they are excessive for 
the child’s age and IQ.
Overactivity implies excessive restlessness, especially in situations requiring relative 
calm. It may, depending upon the situation, involve the child running and jumping 
around, getting up from a seat when he or she was supposed to remain seated, 
excessive talkativeness and noisiness, or fidgeting and wriggling. The standard for 
judgement should be that the activity is excessive in the context of what is expected in 
the situation and by comparison with other children of the same age and IQ. This 
behavioural feature is most evident in structured, organised situations that require a 
high degree of behavioural self-control.
The associated features are not sufficient for the diagnosis or even necessary, but help 
to sustain it. Disinhibition in social relationships, recklessness in situations involving 
some danger, and impulse flouting of social rules are all characteristic of children 
with this disorder.
Learning disorders and motor clumsiness occur with undue frequency, and should be 
noted separately when present; they should not, however, be part of the actual diagnosis 
of hyperkinetic disorder.
Symptoms of conduct disorder are neither exclusion or inclusion criteria for the main 
diagnosis, but their presence or absence constitutes the basis for the main subdivision of 
the disorder.
The characteristic behaviour problems should be or early onset (before 6 years old) and 
long duration. However, before the age of school entry, hyperactivity is difficult to 
recognize because of the wide normal variation: only extreme levels should lead to a 
diagnosis in pre school children.
Diagnosis of hyperkinetic disorder can still be made in adult life. The grounds are the 
same, but attention and activity must be judged with reference to developmentally 
appropriate norms. When hyperkinesis was present in childhood, but has disappeared 
and been succeeded by another condition, such as dissocial personality disorder or 
substance abuse, the current condition rather than the earlier one is coded.
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Ms Sqra Walsh 
O m I d W # 2 7 X H
Re: 02/03/# H p ^ d ^  ttié peippnal coYiptrùi^  éj^tëm of itia l#  aged 716 yeàta old W h a
efacOvny Oisbid^ : • ■ • /
Initia! W m p n W f f ^  clin icians
The Chairmpn'pf t e  ^  : ; Reséaiph Iiàs considered the above
a m e n d m e # ^ :h ^ g iy e ô i^ rp \%  reported in  the
This Committee functions in accordaiice With the guidpiine^
Yours sincerely
LREC Administrator 
Fun m em bership o f  the
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Appendix F
03 July 2002
Ms Sara Walsh 
Trainee Clinical Psychologist 
Department o f Psychology 
University o f Surrey
Unfiversity 
of Surrey
Guildford
Surrey GU2 7XH, UK 
T elephone
+ 4 4  (0)1483 3 0 0 8 0 0  
Facsim ile
+ 44  (0)1483 6 8 3 8 1 1
Registry
DearMsWalsh
How does the personal construct system of males aged 7-16 years old with a 
diagnosis of Aspergers Syndrome differ from that of bovs with « n f
Attention Deficit Hvperactivitv Disorder? rACE/2002/43/Psvch) -  FAST TRACK
I am writing to inform you that the University Advisory Committee on Ethics has 
considered the above protocol under its ‘Fast Track’ procedure and has approved it on the 
understanding that the Ethical Guidelines for Teaching and Research are observed. For 
your mfbrmation, and future reference, these Guidelines can be downloaded from the 
Committee’s website at http://www.surrey.ac.uk/Suirey/ACE/.
This letter o f approval relates only to the study specified in your research protocol
(ACE/2002/43/Psych) - Fast Track The Committee should be notified o f any changes to
the proposal, any adverse reactions and if  the study is terminated earlier th an  expected, 
with reasons.
Date o f approval by the Advisory Committee on Ethics: 03 July 2002
Date of expiry o f approval by the Advisory Committee on Ethics: 02 July 2007
Please inform me when the research has been completed.
Yours sincerely
Catherine Ashbee (Mrs)
Secretary, University Advisory Committee on Ethics
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AppendiiTc ______ ___________
Dear Parent,
m m m i m
Yours sincerely
Child Psychologist 
e  ^ Consuitant Psychiatrist
Sara Waish Clinical Psychologist in Training
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Appendix ^
Information sheet for parents
Dear Parent or guardian • -
Research title: how dq children with Aspergers disorder, High 
Functioning Autism or Attention Deficit Hyperactivity Disorder view 
their world?
I am contacting you to invite your son to take part in this research. Please 
take time to read and consider the following information carefiilly and 
discuss it with your son. Ask us if there is anything that is not clear or if 
you would like more information. Thank you for reading this.
What is the Purpose of this study?
This study is based on the idea that each person has their own individual 
view of the world. There has been little research into how children with 
Aspergers disorder or High Functioning Autism and children with ADHD 
view their world, themselves and others.
Although people’s views will be different from each other, there are 
likely to be some similarities. This study aims to find how views of the 
world may be similar in children with the same diagnoses.
Why has my son been chosen?
Your son has been selected because he has previously received a 
diagnosis of either Aspergers disorder, High Functioning Autism or 
ADHD. It is planned that a total of 52 children will take part in this 
study. All of these boys are aged between 7-16 years and would have 
been assessed by '  ^ ~ Child and Adolescent Mental Health Team.
Do I have to take part?
It is up to you and your son whether or not he takes part. If he does take 
part, both you and your son will be asked to sign a consent form. If you 
and your son decide to take part, you or your son are still fi'ee to withdraw 
at any time and without giving a reason. This will not affect the care tbati
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What will happen if  I take part?
The research is based around an assessment that will take place at 
Child and Adolescent Mental Health Team base at 
Alternatively, the researcher could complete the study at your home if 
you or your son prefer. You will not be required to be present during 
your son’s assessment.
The research assessment is likely to take about 50 minutes. Some children 
may need more time to finish the assessment. It is possible that the 
research assessment may require more than one session on a different 
day. It can be broken down into shorter sessions if required.
The research assessment involves your son selecting words to develop 
and use his own rating scales. Your son will also complete a short verbal 
reasoning task looking at similarities between pairs of items.
Is the information confidential?
The information given by your son will be kept confidential by the 
researcher. The information gathered from your son will be identified by 
a confidential code number. This means that your sons name and address 
will not be identifiable to anybody outside the research project.
If your son becomes distressed at any point during the assessment, it may 
be useful to inform your G.P. of this fact. However, this will only be 
done with your permission.
What will happen to the results of the research study?
Your son’s name will not be mentioned in any reports on the results of 
the research. There will be the opportunity for your son to obtain 
feedback concerning the results of his assessment. He will be free to 
share this feedback information with whom he chooses.
Are there any negative consequences in being involved in this 
research?
This research is based on a psychological assessment. Every effort will 
be made to reduce any anxiety your son may feel.
It is hoped that the results of the study will improve services in the future 
by helping us understand more about the views of people who have
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received a diagnosis of Asperger’s disorder, High Functioning Autism or 
ADHD.
There is unlikely to be any direct benefit to your family by taking part in 
this research. Your son is free to share his feedback information on his 
assessment with others, including therapy staff at if he
wishes to do so.
Who is organising the research?
This study is for a Doctoral thesis in Clinical Psychology at the 
University of Surrey. The principle researcher is Sara Walsh, who is 
currently training to be a Clinical Psychologist at University of Surrey 
and has worked on a placement at Child and Adolescent
Mental Health Team. , (Consultant Child Psychologist at
) is also overseeing the project, as is Dr. Vicky Senior, who is a 
member of the academic staff at the University of Surrey.
Who has reviewed this study?
This study has been reviewed by Research Ethics Committee
and University of Surrey Research Ethics committee.
Who to contact for further information?
If either you or your son would like to ask about anything to do with the 
study you can contact
Sara Walsh at CAHMS team,
Tel.
What happens next.
I will call you in a weeks time to ask if you would like to take part. You 
will be under no pressure to agree to take part. If you would not like to 
be called then you can write, phone or e-mail Sara Walsh on the contact 
number, address or e-mail above.
Thank you for reading this.
Yours faithfully
Sara Walsh
236
Major Research Project
Appendix I
m a
Information sheet for children
Would you like to take part in this research about 
how you would describe yourself and the people 
you know.
Do I have to take part?
It is up to you and your parents if you want to take 
part. Please talk about it with them. It is ok to say 
you do not want to take part. It is ok to change your 
mind and not take part.
Who will come to do this research on me?
My name is Sara Walsh. I am studying to be a 
Doctor in Psychology at the University of Surrey
What will happen If you take part?
If you take part, you and I will talk about you and the 
people that you know. It will take about 50 minutes. 
There will also be a short quiz about similarities 
between things.
Where will this happen?
You can come to , or i can come to your
home. It is up to you and your family where we 
meet.
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W hat will happen next
What you say will be confidential. I will put all the 
results into a computer to see what similarities and 
differences there are between children with your 
diagnosis and other children who attend
After we have finished your chart will be kept safe. I 
will send you a letter to tell you the results from your 
chart.
Thank you for reading this
Written by Sara Walsh
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Study number ---- —
Patient identification number.
m m
Parents Consentform
version 2
R esear^ title: how do children with Aspergers and children with Attention 
Deficit Hyperactivify Disorder view their world?
Name o f Researcher: Sara Walsh
Please initial box
3. •
I confirm that I have read and understand the information 
sheet dated 28/02/122 for the above study and have had the 
opportunity to ask questions.
I understand that my participation is voluntary and that I 
am fi-ee to withdraw at any time, without giving any reason, 
without my care or legal rights being affected.
I agree that may son can take part in the above study.
Name o f parent. Date .signature.
Name o f researcher .Date .signature.
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Appendix j  continued
Study number 
Patient identification number.
version 2
Child Consent form
Research titie: how do children with Aspergers and children with Attention 
Deficit Hyperactivity Disorder view their world?
Name o f Researcher: Sara Walsh
Please initial box
1 I confirm that I have read and understand the information 
sheet dated 22/02/22 for the above study and have had the 
opportunity to ask questions.
2 I understand that my participation is voluntary and that I 
am free to withdraw at any time, without giving any reason, 
without my care or legal rights being affected.
3. I agree to take part in the above study
Name of participant. Date .signature.
Name of researcher Date .signature.
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c l e v e r
Stimulus words
a n g r y p r e t t y s e l f i s h
s a d n a s t y u n h a p p y p o p u l a r
' s t u p i d c a l m n e r v o u s p e a c e f u l
b a d f u n  l o v i n g q u i e t s t r e s s e d
s h y s h o u t s l o v i n g c o n f i d e n t
b r a v e h a i r y b i g d e p r e s s e d
e n j o y s  t v h o n e s t f u n n y s e n s i b l e
e a s y  g o i n g h o p e l e s s f a s h i o n a b l e l a z y
s m e l l y l o n e l y t h o u g h t f u l u g l y
d o e s  n o t h i n g t i d y o r g a n i s e d a n x i o u s
a m b i t i o u s c a r e  f r e e d a n g e r o u s s i l l y
c a r e f u l g e n e r o u s w e l l  d r e s s e d c r a z y
l o u d c o w a r d d i s h o n e s t u n p o p u l a r
k i n d o d d q u i c k c a r i n g
s p i t e f u l w o r r i e r l i k e s  f o o t b a l l f a t
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1  C L U S T E R  S C O R E Usual Age Range: Extended Age Range: 1
1 Verbal 6:0-17:11
iwry o  w u a w u t i v c  latiiuxx;»T 7
i
m Directions for using this scale can be found on page 270 of the Administration and Scoring Manual
f jp  Teaching items (if necessary, provide a 
/X  correct response) _____________
A.
P«_. What could you call all these things?
Banana, Apple, Orange ^ ■I
1.
What could you call all these things?
Red, Blue, Green
2.
i-m-j What could you call all these things?
Shirt, Socks, Coat ^
3. Lion, Mouse, Cow
4. Hopscotch, Draughts, Football
5. Spoon, Fork, Knife
6. Leaf, Twig, Branch
7. Farmer, Teacher, Secretary
8.
P*-, What could you call all these things?
Peas, Cabbage, Carrots ^
9.
what could you call all these things?
Rectangle, Hexagon, Circle ^
10. Clock, Thermometer, Ruler
M. Governor, Captain, President
12. Ice, Steam, Snow
13. Cupboard, Table, Bed
14. Wood, Brick, Glass
15. Bronze, Silver, Copper
16.
what could you call all these things?
Syrup, Toffee, Cake ^
17.
What could you cd l all these things?
Water, Oil, Blood ^
18. Jar, Bag, Box
19. Fur, Scales, Feathers
20. Sun, Wood, Oil
21. Book, Telephone, Newspaper
22. Past, Present, Future
j
23. Signature, Fingerprint, Face
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Item Response Score I
24. Safety-pin, Glue, Nail
25. Tunnel, Ferry, Bridge
26. Fraud, Lie, Forgery
27. Hurricane, Drought, Blizzard
28. Siren, Beacon, Horn
29. Hypothesis, Theory, Conviction
30 . Frustrate, Veto, Prohibit
31. Poem, Song, Statue
32. Instant, interval. Generation
33. Funeral, Solution, Exit
\ o17:11 /  •34. Clothing, Vaccination, Shelter
35. Curfevy, Censorship, Detention
36. Revise, Overhaul, Amend
37. Health, Education, Defence
21
22
23
24
VERBAL SIMILARITIES
Raw Score to  Ability Score
1-17 1-24
Item Set 
8-24  8 -28  16-28 16-33 16-37
(7) 100 (7) 
(6) 104 (7) 
(6) 109 \(>)
99 (7) 
104 (7) 
108 (6)
99 (7) 
104 (6) 
108 (6)
112 (6)
115 (6)
89 (6) 89 
93 (6) 92 
96 (6) 96 
99 (6) 99 
103 (6) 102
106 (6) 105 
110 (6) 108 
114 (6) 111 
118 (7) 114 
118
(6) 113 (6) 
(6) 116 (6) 
(6) 121, (6) 
(6) 125 (7) 
m 130
I 111 (6) 
I 115 (6) 
118 (6) 
121 (6)
119 (6)
122 (6)
126 (6) 125 (6)
100 (6) 
103 (6) 
106 (6) 
110 (6)
118 (7)
129 (6)
133 (6) 
137 (6) 
141 (7)
1 4 5  (7)
128 (6) 
131 (6) 
134 (6) 
137 (6) 
141 (6)
144 (6) 
148 (6) 
152 (7) 
156 (7) 
162 (8)
1 7 1 ( 1 1 )
1 7 9 ( 1 5 )
OPTIONAL
Ability  S co re
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Appendix M — ---------  ----
Thank you for taking part in this research
When we did this research together, we did some rating scales.
The scales show the type of things you feel are important when 
you judge yourself and other people. The answers you gave 
were fed into a computer to see if there were any patterns.
I have some results based on the answers you gave.
Your Results
Well done! You came up with some interesting words to 
describe people.
The way you chose the numbers on the rating scale show that
the main things that were important from the words you chose 
were;- 
1 -  
2 -  
3-
You rated yourself in the same way as you rated how you would
most like to be. You did not grade yourself lower than you
rated your friends. This suggests that you are happy with how 
you view yourself.
If you have any questions about these results, you can contact 
me on the address below.
Yours sincerely
Sara Walsh
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Appendix N
Research on Asperger Disorder, High Functioning Autism and ADHD
July 2003
Dear Parent,
Thank you for taking part in this research. I am writing to you to give 
you some feed back about the results of this study.
Purpose of this study
This study aimed to investigate the use of a specific assessment to 
understand how children with Asperger Disorder, High Functioning 
Autism or Attention Deficit Hyperactivity Disorder view themselves and 
people in their environment.
Results
A total of 33 children took part in this study. The children were able to 
understand and complete the interview which involved them developing 
their own rating scales. These gave interesting results. There were no 
obvious differences between the groups of chilien with different 
diagnoses. However, the results were very specific to each individual and 
gave an indication of how each child viewed himself, how he would most 
like to be and how this compared to his view of other people.
The results of this study suggest that this interview technique could be 
used effectively with other children in the future and may be a useful way 
of understanding the individuaTs perspective of their social world.
Thank you again for taking part in this research.
If you have any further queries, you are welcome to contact me on the 
address below.
Yours faithfully
Sara Walsh 245
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Appendix O 
Case Summaries
GROUP Intensity
distance-
seif/ideal
distance
self/others 1-7scores
AS and HFA N
Mean
Median
Grouped Median
Std. Error of
Mean
Skewness
Std. Error of 
Skewness 
Skew/se of skew
Kurtosis
Std. Error of 
Kurtosis 
Kurtosis/ se of 
Kurtosis
15
.6587
.6600
.6700
.03273
-.032
.580
-.055
-.688
1.121
-.614
15
2.9480
3.0300
3.0300
.46297
.095
.580
0.164
.087
1.121
0.078
15
4.091683
3.915000
3.915000
.1811240
.748
.580
1.290
-.594
1.121
-.530
15
25.60
22.00
22.00
4.810
.638
.580
1.1
-.513
1.121
-.458
ADHD N
Mean
Median
Grouped Median
Std. Error of
Mean
Skewness
Std. Error of 
Skewness 
Skew/se of skew 
Kurtosis
Std. Error of 
Kurtosis 
Kurtoas/ se of 
Kurtosis
17
.6847
.7300
.7167
.03125
-.170
.550
-.309
-.891
1.063
-.838
17
3.0729
3.1200
3.1200
.23261
.646
.550
1.175
-.513
1.063
-.483
17
4.300441
4.113750
4.113750
.2845108
2.651
.550
«
8.416
1.063 
7 917
. 17 
33.47
31.00
31.00
3.166
.600
.550
1.091
-.672
1.063
-.632
Total N
Mean
Median
Grouped Median
Std. Error of
Mean
Skewness
Std. Error of 
Skewness 
Skew/se of skew
Kurtosis
Std. Error of 
Kurtosis 
Kurtosis/ se of 
Kurtosis
32
.6725
.6900
.6900
.02236
-.095
.414
-.229
-.882
.809
-1.090
32
3.0144
3.0750
3.0600
.24563
.106
.414
.256
.820
.809
1.014
32
4.202586
4.021250
4.021250
.1717261
2.542
.414
6.140
9.088
.809
11233
32
29.78
25.00
26.00
2.854
.310
.414
.749
-.603
.809
-.745
Isolation score Skew = >3.2 
SE of skew
or Kurtosis = > 3.2
SE of Kurtosis
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Appendix P
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Appendix P continued
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Appendix Q
Kappa calculations
Judge 1
Judge 2 Personal Interpersonal Emotions Appearance/
preference
Personal 29 0 0 0
Interpersonal 5 20 0 0
Emotions 1 0 4 0
Appearance/
preference
0 0 0 1
K= Efb-Efe 
N-Ife
K=54-25.5995
60-25.5992
= 0.826
Chi- Squared
Personal
attributes
Interpersonal
attributes
Emotions Physical
appearances
Asperger and 
h i ^
functioning
autistic
74 55 8 ) 13
ADHD
71 79 3 17
145 134 11 30 320
Z ( 0 - E )2
E
X^= 5.94 df= 3
critical value at 0.05 level = 7.82 (Green and D 'Oliveira, 1999)
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Appendix R
Ben GRIDSTAT analysis
Basic Statistics & Correlations 
Construct Statistics
Mean Std.Dev. Skewness
2.08 1.71 2.44 depressed/undepressed
4.00 2.18 0.45 uncaring/caring
4.20 1.94 -0.38 stressed/carefree
4.10 1.41 -0.10 dumb/clever
3.80 2.12 0.34 dishonest/honest
3.70 1.21 -0.95 dangerous/sensible
3. 60 1. 80 1.42 prat/funny
2.90 2.12 1.76 bully/de-bully
4.30 2.00 -0.68 unorganised/tidy
3. 05 1.59 0.84 clumsy/careful
3.57 1.81 0.94 Average of Statistic
0. 66 0.31 0.70 St. Dev. of Statistic
Construct Correlations
1 2 3 4 5 6 7 8 9 10
1 1.,00 -0.,17 0.,43 -0..26 -0..29 0..07 -0.,14 -0.,25 0..04 0.50
2 -0,.17 1,.00 0..10 0,.85 0,.78 0,.67 0..69 0..73 -0.,19 0.46
3 0..43 0,.10 1.,00 0,. 04 0..13 -0..03 0.,48 0.,46 0..35 0.39
4 -0..26 0,.85 0..04 1,.00 0..72 0,.47 0..65 0..74 -0.. 19 0.48
5 -0..29 0.,78 0..13 0..72 1.,00 0..46 0.,58 0.,73 -0..28 0.46
6 0.,07 0.. 67 -0..03 0..47 0,,46 1..00 0.,08 0.,18 0..20 0.65
7 -0..14 0,.69 0..48 0..65 0..58 0,.08 1..00 0..96 0., 01 0.27
8 -0..25 0..73 0.,46 0..74 0..73 0..18 0..96 1.,00 0., 05 0.37
9 0., 04 -0..19 0,.35 -0..19 -0..28 0..20 0.,01 0.,05 1,.00 0.28
10 0.,50 0.,46 0,,39 0..48 0.,46 0..65 0.,27 0.,37 0..28 1.00
Root-Mean-Squared (RMS) and Squared-Multiple (SMC) Correlations
RMS SMC
0.28 0.93 dep ressed/undep ressed
0.58 0.99 uncaring/caring
0.32 0.98 stressed/carefree
0.55 1.00 dumb/clever
0.54 1.00 dishonest/honest
0.39 1.00 dangerous/sensible
0.53 1.00 prat/funny
0.57 1.00 bully/de-bully
0.21 1.00 unorganised/tidy
0.44 0.97 clumsy/careful
0.44 0.99 Average of Statistic
0.13 0.02 St. Dev. of Statistii
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Element Euclidean Distances
1 2 3 4 5 6 7 8 9 10
1 0.00 5.04 6.33 5.36 4.41 5.70 5.64 4.16 5.71 5.56
2 5.04 0.00 4.36 3.62 3.02 3.53 2.83 2.63 5.52 5.52
3 6.33 4.36 0.00 5.44 4.92 3.93 4.00 4.23 7.09 7.03
4 5.36 3.62 5.44 0.00 3.83 5.32 4.66 4.06 5.20 5.11
5 4.41 3.02 4.92 3.83 0.00 2.96 2.63 1.97 4.90 4.89
6 5.70 3.53 3.93 5.32 2.96 0.00 1.31 3.30 6.31 6.31
7 5.64 2.83 4.00 4.66 2.63 1.31 0.00 2.81 5.99 6.00
8 4.16 2.63 4.23 4.06 1.97 3.30 2.81 0.00 4.19 4.16
9 5.71 5.52 7.09 5.20 4.90 6.31 5.99 4.19 0.00 0.28
10 5.56 5.52 7.03 5.11 4.89 6.31 6.00 4.16 0.28 0.00
Factor Analysis
Eigenvalues.
Root Value % Cum %
1 4.818 48.2 48.2 'k'k'k-k'k'k'k-k'k'k'k-k'k'^'k'k'k-k'k
2 1.818 18.2 66.4 ■k'k'k-k'k'k'k'k'k'k'k'k'k'k'k'k'k'k'k
3 1.393 13.9 80.3 ***************
4 1.172 11.7 92.0 *************
5 0.441 4.4 96.4 *****
6 0.265 2.7 99.1 ***
7 0.078 0.8 99.8 *
8 0.015 0.1 100.0 *
9 0.000 0.0 100.0 *
10 0.000 0.0 100.0 *
Grid Rescaled by Removing Construct Means:
1 2 3 4 5 6 7 8 9 10
2.08 4.00 4.20 4.10 3.80 3.70 3.60 2.90 4.30 3.05
Grid re- scaled for SVD factor analysis
1 2 3 4 5 6 7 8 9 10
1 4.43 -1.08 1.92 -1.08 -0.58 -0.83 -1.08 -0.08 -1.08 -0.58
2 0.50 -1.50 -3.00 3.00 0.00 -2.00 -2.00 -1.00 3.00 3.00
3 2.30 -1.20 0.30 -3.20 -1.20 2.30 -2.70 -0.20 1.80 1.80
4 -0.60 -0.60 -1.60 0.90 0.90 -2.10 -1.60 0.90 1.90 1.90
5 -0.30 1.70 -2.80 1.20 -2.30 -2.30 -1.30 -0.30 3.20 3.20
6 1. 80 0.30 -2.70 1.30 0. 80 -0.70 -0.70 -0.70 0.30 0.30
7 -0.60 -2.60 -0.60 -0.60 -0.60 — 0.60 -0.60 -0.60 3.40 3.40
8 -0.90 -1.90 -1.90 -0.90 -0.90 -0.90 -0.90 0.10 4.10 4.10
9 1.70 -1.30 -3.30 -3.30 1.70 2.70 1.70 0.70 -0.30 -0.30
10 3.45 -0.05 -2.05 -1.05 -0.05 -2.05 -1.05 0.95 0.95 0.95
251
M ajor Research Project
SVD Construct Loadings
1 2
1 0.08 0.40
2 -0.49 -0.15
3 -0.16 0.59
4 -0.30 -0.11
5 -0.45 -0.20
6 -0.14 0.02
7 -0.38 0.11
8 -0.48 0.10
9 0.04 0.55
10 -0.21 0.30
t Element :Loading:
1 2
1 -0.02 0. 61
2 0.16 -0.29
3 0.40 -0.07
4 -0.10 -0.65
5 0.12 0.02
6 0.27 0.33
7 0.27 -0.10
8 0.04 0.07
9 -0.57 0.03
10 -0,57 0.05
Plot Identification
Factor Loadings
Construct Point 1 2
depressed/undepresse 1 0.08 0.40
uncaring/caring 2 -0.49 -0.15
stressed/carefree 3 -0.16 0.59
dumb/clever 4 -0.30 -0.11
dishonest/honest 5 -0.45 -0.20
dangerous/sensible 6 -0.14 0.02
prat/funny 7 -0.38 0.11
bully/de-bully 8 -0.48 0.10
unorganised/tidy 9 0.04 0.55
clumsy/careful A -0.21 0.30
Factor Load:
Element Point 1 2
me B -0.02 0.61
ideal me C 0.16 -0.29
mum D 0.40 -0.07
dad E -0.10 -0.65
brotherl F 0.12 0.02
relative G 0.27 0.33
friendl H 0.27 -0.10
friend2 I 0.04 0.07
enemyl J -0.57 0.03
enemy2 K -0.57 0.05
Dimension 1 is Horizontal, Dimension 2 is Vertical
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Appendix S
John Gridstat analysis
Basic Statistics & Correlations
Construct Statistics
Mean Std.Dev. Skewness
3.60 1.56 0.07 generous/self centered
5.10 1.81 -1.18 easy going/inpatient
4.00 1.61 -0.20 positive/negative
4.30 1.95 -0.81 strong personality/unconfident
4.70 2.15 -0.38 patient/stubborn
3.20 2.60 0.88 understanding/ignorant
3.20 2.04 0.90 j ovial/miserable
3.60 2.37 0.73 nice/nasty
3.50 2.25 0.15 lively/lazy
3.70 2.15 0.38 honest/two faced
3. 89 2.05 0.57 Average of Statistic
0.60 0.31 0.36 St. Dev. of Statistic
Construct Correlations
1 2 3 4 5 6 7 8 9 10
1 1.00 0.68 -0.04 0.37 0.77 0.81 0.81 0.85 0.66 0.68
2 0.68 1.00 0.34 0.13 0.78 0.59 0.72 0.78 0.50 0.52
3 -0.04 0.34 1.00 -0.10 0.09 0.00 0.00 0.13 -0.30 0.17
4 0.37 0.13 -0.10 1.00 0.59 0.34 0.41 0.20 0.76 0.57
5 0.77 0.78 0.09 0.59 1.00 0.73 0.79 0.78 0.80 0.85
6 0.81 0.59 0.00 0.34 0.73 1.00 0.94 0.92 0.56 0.76
7 0.81 0.72 0.00 0.41 0.79 0.94 1.00 0.92 0.68 0.65
8 0.85 0.78 0.13 0.20 0.78 0.92 0.92 1.00 0.47 0.70
9 0. 66 0.50 -0.30 0.76 0.80 0.56 0. 68 0.47 1.00 0.59
10 0.68 0.52 0.17 0.57 0.85 0.76 0.65 0.70 0.59 1.00
Root--Mean-Squared (RMS) and Squared-Multiple (SMC)
RMS SMC
0.68 0.94 generous/self centered
0.60 0.80 easy going/inpatient
0.17 0.85 positive/negative
0.44 0.82 strong personality/unconfident
0.72 0.97 patient/stubborn
0.69 0.90 understanding/ignorant
0.71 0.98 jovial/miserable
0. 70 0.99 nice/nasty
0.61 0.97 lively/lazy
0.64 0.84 honest/two faced
0.60 0.91 Average of Statistic
0.16 0.07 St. Dev. of Statistic
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Element Euclidean Distances
1 2 3 4 5 6 7 8 9 10
1 0.00 5.83 6.16 12.53 7.81 9.59 7.35 8.94 10.54 10.95
2 5.83 0.00 5.48 15.52 8.31 10.49 9.17 4.90 14.04 14.21
3 6.16 5.48 0.00 13.89 6.08 8.49 7.48 7.48 12.04 12.00
4 12.53 15.52 13.89 0.00 10.10 10.15 7.55 15.84 6.00 5.74
5 7.81 8.31 6.08 10.10 0.00 4.58 4.36 8.43 8.72 9.00
6 9.59 10.49 8.49 10.15 4.58 0.00 4.90 10.77 10.05 9.90
7 7.35 9.17 7.48 7.55 4.36 4.90 0.00 10.20 7.94 7.87
8 8.94 4.90 7.48 15.84 8.43 10.77 10.20 0.00 15.07 15.43
9 10.54 14.04 12.04 6.00 8.72 10.05 7.94 15.07 0.00 2.65
10 10.95 14.21 
Factor Analysis
12.00 5.74 9.00 9.90 7.87 15.43 2.65 0.00
Eigenvalues.
Root Value % Cum %
1 6.370 63.7 63.7 *************
2 1.531 15.3 79.0 *************
3 0.974 9.7 88.7 ********
4 0.528 5.3 94.0 *****
5 0.283 2.8 96.9 ***
6 0.203 2.0 98.9 **
7 0.079 0.8 99.7 *
8 0.027 0.3 100.0 *
9 0.004 0.0 100.0 *
10 0.000 0.0 100.0
Grid Rescaled by Removing Construct Means:
1 2 3 4 5 6 7 8 9 10
3.. 60 5.10 4..00 4..30 4.70 3,.20 3..20 3,. 60 3..50 3.70
Grid re- scaled for SVD factor analys is
1 2 3 4 5 6 7 8 9 10
1 0,.40 -2.60 -1,.60 2,.40 0.40 -0..60 0..40 -1..60 2.,40 0.40
2 1..90 -1.10 -1.,10 1..90 -1.10 -0,.10 0..90 -4..10 0.,90 1.90
3 1..00 0.00 3.,00 -2..00 0.00 -1..00 0.,00 -3..00 1.,00 1.00
4 -3,.30 -3.30 0.,70 1,.70 1.70 2..70 0..70 -1..30 -0.,30 0.70
5 -0,.70 -2.70 -1.,70 2..30 -0.70 2..30 0..30 -3..70 2.,30 2.30
6 -2..20 -2.20 -2.,20 3..80 -0.20 -2..20 -0.,20 -2.,20 3.,80 3.80
7 -1..20 -2.20 -1.,20 3.,80 -1.20 -1..20 0.,80 -2.,20 1.,80 2.80
8 0..40 -2.60 -1.,60 3,.40 -1.60 . -1,.60 -0.,60 -2,. 60 3..40 3.40
9 -2..50 -2.50 -2.,50 3..50 0.50 2.,50 2.,50 -2..50 0.,50 0.50
10 -1..70 -2.70 -1.,70 0..30 1.30 1.,30 -0.,70 -2..70 3..30 3.30
SVD Construct Loadings
1 2
1 0.25 0. 05
2 0.25 0.23
3 0.01 0.32
4 0.19 -0.59
5 0.37 -0.13
6 0.44 0.21
7 0.36 0.11
8 0.40 0.37
9 0.32 -0.52
10 0.34 -0.08
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SVD Element :Loadings
1 2
1 -0.17 0.49
2 -0.41 0.23
3 -0.27 0.09
4 0.46 -0.10
5 -0.04 -0.29
6 0.02 -0.63
7 0.06 -0.21
8 -0.45 -0.12
9 0.39 0.29
10 0.40 0.25
Plot Identification
Factor Loadings
Construct Point 1 2
generous/self center 1 0.25 0.05
easy going/inpatient 2 0.25 0.23
positive/negative 3 0.01 0.32
strong personality/u 4 0.19 --0.59
patient/stubborn 5 0.37 --0.13
understanding/ignora 6 0.44 0.21
jovial/miserable 7 0.36 0.11
nice/nasty 8 0.40 0.37
lively/lazy 9 0.32 --0.52
honest/two faced A 0.34 --0.08
■
Factor Loadings
Element Point 1 2
me B -0.17 0.49
ideal me C -0.41 0.23
mum D -0.27 0.09
dad E 0.46 -0.10
brother F -0.04 -0.29
gran G 0.02 -0.63
friendl H 0.06 -■0.21
friend2 I -0.45 -0.12
enemyl J 0.39 0.29
enemy2 K 0.40 0.25
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Dimension 1 is Horizontal, Dimension 2 is Vertical
B
J
K
2
6
A
5
E
4
G
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